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A TRIBUTE TO ALBERT SCHWEITZER, M.D. 


During the past century a vast array of names has been engraved upon the 
pages of history; monarchs, soldiers, authors, poets, statesmen, scientists—an 
unending stream—yet for no one of these has there been unanimity of opinion 
as to their greatness—all have had their detractors, their dissenters, their ene- 
mies. Some forlorn pessimist has said “Show me a man with no enemies and I 
will show you a man who has done nothing.” The falsity of this cynicism is best 
proved by the life and achievements of a truly great man, Albert Schweitzer, 
M.D., whom we are happy and proud to honor and felicitate upon his eightieth 
birthday. This noble man, physician, theologian, philosopher, poet, musician, 
author, humanitarian and Nobel Laureate will be eighty years old next Janu- 
ary 14th. 

He did not seek the plaudits of the world; the world sought him out in the 
wilderness of his African jungle hospital and bestowed upon him its highest 
honors. This man of God, of medicine and of the people has no detractors, no 
dissenters, no enemies. The goodness of his deeds has shone like a bright star 
upon a dark and troubled world. 

A tribute has been written for this occasion by Marion Mill Preminger, one 
of his devoted co-workers who has dedicated her life to Doctor Schweitzer’s 
ideals. 

Epwarp HEnperson, M.D. 


ALBERT SCHWEITZER IS EIGHTY 


Albert Louis Philipe Schweitzer was born in Kaysersberg, Alsace, France, on 
January 14, 1875. His father, a minister, was astonished one day to find his son, 
then only nine years old, playing the organ in the church. 

He amazed his first teachers by his capacity for learning. He revealed extraor- 
dinary compassion as a boy, once refusing to wear shoes in winter because poor 
boys in the village had none. While still in his teens he planned to become a 
minister, like his father, and to this end he studied first at the nearby Univer- 
sity of Strasbourg, and then at the Sorbonne in Paris. In 1899 he earned the 
Doctor of Philosophy degree at the University of Berlin. In Strasbourg he be- 
came Curate of St. Nicolaus Church in 1899, privat-docent at the University 
from 1902 to 1911, and Director of The Seminary at St. Thomas Church, 1903-06. 
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During those years he pursued his study of music and was acclaimed the finest 
organist of that time. He gained international fame as organist for the Société 
Johann Sebastian Bach of Paris from 1903 to 1911, and as organist at Orfeo 
Catala of Barcelona. His success as a preacher was so great that the churches 
where he spoke were always filled to overflowing. 

He contemplated these successes and found they did not satisfy his need for 
giving greater service to mankind. It was his decision that he must minister to 
the health of man as well as to the soul. He therefore studied medicine and gradu- 
ated as Doctor of Medicine at the University of Berlin in 1913. It was at this 
time that he married Helen Breslau. 

Young Doctor Schweitzer had now determined that his life work should be 
among the neglected peoples of French Equatorial Africa, where not even the 
most primitive necessities of civilization were available. With his wife, who was 
now a trained nurse, he journeyed to the most remote spot in the Equatorial 
jungles and there in 1913 on the banks of the Ogoue River he built with his own 
hands the first, and subsequently a group of more than twenty buildings, now 
constituting the Lambarene Hospital. 

This handmade hospital in the jungle forest is capable of caring for 250 gen- 
eral bed patients and, in addition, 250 patients suffering from Hansen’s disease, 
who are housed separately. The out-patient clinic treats several thousand pa- 
tients each year. 


We send you, Albert Schweitzer, our warm congratulations on your eightieth 
birthday, while at the same time we realize that it is the world that should be 
congratulated on this day because you have lived in it. With fourscore years 
of service to mankind behind you, you are still strong, still vigorous, still devot- 
ing your highly active life to those ideals which by their practice have brought 
happiness to so many. 

Your hard labors have not slackened with the passage of time. With indomita- 
ble spirit you still serve your children of Equatorial Africa sixteen hours a day, 
every day. And this is but the least of your service, for, in doing this for your 
adopted people, you serve all mankind in all the world. You have said “I am 
life which wills to live, in the midst of life which wills to live. I must, therefore, 
revere my own life and the life around me. A man is ethical only when life, as 
such, is sacred to him, that of plants and animals as that of his fellow-men, and 
when he devotes himself helpfully to all life that is in need of help.” 

May you continue to do so in vigor and in strength and with the confidence 
that the peoples of the world have not allowed your labors to go unnoticed but 
have themselves gathered strength from your strength, goodness from your good- 
ness, and love from your love. We are mindful of your precept “Ethics is nothing 
else than reverence for life. Reverence for life affords me my fundamental prin- 
ciple of morality, namely, that good consists in maintaining, assisting and en- 
hancing life, and to destroy, to harm or hinder life is evil.” 

By your unselfish devotion to your duty as you see it, Albert Schweitzer, you 
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have won the respect and confidence of the entire world. You are the only 
subject about which the world is in agreement. 

The regard of your fellow men is but little reward for the great love you have 
given them, a love that grows deeper and stronger and more fervent with age. 
Happy birthday, Albert Schweitzer! and many happy returns of the day. 

May the years rest gently upon your strong shoulders. May God bless you 
and keep you, and cause the light of His countenance to shine upon you. 
Marion PREMINGER 
Founder of the Albert Schweitzer Hospital Fund, 
34 East 51st Street, New York 22, New York 


The hospital founded by Doctor Schweitzer at Lambarene, Gabon, French 
Equatorial Africa has continued to be his life’s work. With only an occasional 
return to the Europe of his early days, he has for more than forty years continued 
his labors of love and service. 

He is a member of L’Académie des Sciences, Morales et Politiques and has 
been the recipient of many honorary degrees; Doctor of Divinity, Zurich, 1920; 
Edinburgh, 1932; Oxford, 1932; Doctor of Philosophy, Prague, 1928; Doc- 
tor of Music, Edinburgh, 1932; Doctor of Laws, St. Andrew’s, 1932. 

Awards: Goethe Prize, Frankfort, 1928; Prince Charles Medal, Sweden; Para- 
celsus Medal of the German Medical Association; West German Peace Prize, 
1951; Nobel Peace Prize, 1952. 
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ROENTGEN OBSERVATIONS OF THE AGING CHEST 
JOHN A. EVANS, M.D. 


The Department of Radiology, The New York Hospital-Cornell Medical 
Center, New York, N.Y. 


The process of growing old is accompanied by physiologic changes which re- 
sult in alterations in body structure. These structural aiierations, if not recog- 
nized as the normal accompaniment of senescence, may be mistaken for patho- 
logic phenomena. Such changes are perhaps most commonly observed in the 
thorax, because of the frequency and ease with which the chest can be examined 
roentgenographically. The purpose of this paper is to describe and illustrate 
some of the more common modifications that occur in certain of the thoracic 
structures during senility and to discuss the problem they create in differential 
diagnosis. 


4 
Fig. 1. X-ray film of chest in a 68-year-old woman with postmenopausal osteoporosis 
and atrophy of both breasts. The atrophied right breast has produced a circumscribed 
area of increased density adjacent to the right cardiac border (arrows). This could easily 
be misinterpreted as an area of pneumonia. 
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Fig. 2. X-ray films in a 73-year-old man with chronic cough, 16-pound weight loss, and 
low back pain. A. The submitted chest film demonstrated a round density in the peripheral 
portion of the right mid-lung field. 

B. (see p. 774) The spinal film showed collapse of L;. The diagnosis was lung malignancy 
with metastases to the spine. 

C. (see p. 775) X-ray film of the chest on admission to this Center three weeks later 
revealed disappearance of the lung lesion. The diagnosis of lung malignancy was no 
longer tenable. The lung lesion was thought to have been due to an infarct or loculated 
pleural effusion which had resolved in the interval between the two chest examinations. 
The collapse of L; was later shown to be on the basis of multiple myeloma. 


SOFT TISSUES 


Atrophy of the breast in the senescent female may produce a localized density 
on the chest roentgenogram. The shadow cast by the small shrunken breast may 
be misinterpreted as a parenchymal lung infiltration (Fig. 1). This is analogous 
to the small “‘nubbin” of developing breast tissue in the adolescent girl which 
also may create the impression of a lung infiltration. Furthermore, the atrophied 
breast accentuates the nipple density. This may be seen as a small round shadow 
superimposed on the lung. If its true nature is not realized it may precipitate 
special diagnostic studies before its real character is appreciated. 


OSTEOPOROSIS 


Loss of skeletal mineral content occurs during the process of aging. In the 
thorax this results in varying degrees of round-back deformity as the result of 
diminution in vertical height of the dorsal vertebrae. Not infrequently one sees 
partial collapse of one vertebral body. The rarefied appearance of the vertebra 
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and its partial collapse may easily simulate malignant metastatic disease. This 
diagnosis is particularly attractive if, as is usually the case, there is regional 
back pain and evidence of disease in some other bodily system. The danger of 
basing a positive diagnosis on circumstantial roentgen evidence is illustrated 
by the following case: A 73-year-old male with a diagnosis of bronchogenic car- 
cinoma and vertebral metastasis was seen in consultation for x-ray therapy. 
The diagnosis was based on an x-ray demonstration of a large round density in 
his right lung and a partial collapse of the first lumbar vertebral body. Follow- 
ing admission to this Center, a current roentgenogram of his chest was obtained. 
This revealed complete disappearance of the pulmonary lesion that had been 
present on the submitted films of his previous examination. It was felt that the 
lung lesion had in all probability represented a pulmonary infarct which cleared 
completely between the time it was first discovered and the time of his arrival 
at this Center. After the patient was shown not to have a bronchogenic carci- 
noma, the partial collapse of L; was considered to be on the basis of osteoporosis. 
However, subsequent bone marrow studies established the diagnosis of multi- 
ple myeloma (Fig. 2, A-C). 

Osteoporosis of the rib cage produces a mottled appearance of the ribs. The 
loss of mineral content and particularly loss of definition of the cortical margin 
may result in a ghostlike picture of a rib or section of rib. This can very easily 
create the impression of a destroyed or partially destroyed rib. Special views 
with spot films of the area may be necessary to resolve this question. 
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Fig. 2. C 


OSTEOARTHRITIS 


Degenerative arthritis is a normal attendant of the senile process. The se- 
verity of this condition is dependent on a variety of factors. Occasionally pro- 
nounced arthritic changes occur in the dorsal spine. When this happens large 
thick bridging-type osteophytes may project beyond the mediastinal borders. 
In the frontal projection these bony masses may produce abnormal hilar or 
mediastinal densities. Special overpenetrated views may be necessary to reveal 
their true nature. 


PAGET’S DISEASE 


Paget’s disease of the rib cage, clavicles or other supporting structures of the 
thorax may result in some difficulty in interpretation or in misinterpretation. 
Disease localized to a part of one bone may simulate an osteoblastic metastatic 
focus or, if a large section of a rib is involved, primary malignant bone disease 
may be suspected. Extensive involvement of the thoracic cage may mimic the 
appearance of osteoblastic prostatic disease. Involvement of the manubrium 
sterni results in increase in bulk and density of this part of the sternum and as 
a result may suggest mediastinal pathology. 


CARDIOVASCULAR STRUCTURES 


Infirmity is accompanied by degenerative changes in cardiovascular struc- 
tures. Those most frequently observed on roentgenograms are related to the 
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Fig. 3. A. Lateral chest x-ray film, demonstrating large round mass in mediastinum» 
displacing esophagus anteriorly (arrow). 
B. Overpenetrated film reveals the true nature of the density in the lateral radiograph— 


a sinuous aorta. 
C. Lateral angiocardiogram opacifies the tortuous aorta and confirms the diagnosis 
(arrows). 
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aorta and its major branches. Lime salt deposition in varying degree is almost 
always seen. Loss of tone in the aorta results in tortuosity. A particularly sinuous 
aorta, if not recognized as such, may be mistaken for a pathologic condition. 
The following example illustrates this point: A 65-year-old male was referred to 
this Center because of dull, growing epigastric pain. A gastro-intestinal x-ray 
series was said to demonstrate a duodenal ulcer. A chest roentgenogram was 
reported as showing a round mass in relation to the middle mediastinum. This 
was considered to represent a neoplasm. Additional roentgen studies at this 
Center with overpenetrated chest films revealed the apparent mass in the lateral 
roentgenogram to be a markedly tortuous aorta. This was confirmed by angio- 
cardiography. The abdominal pain was caused by a dissecting abdominal aortic 
aneurysm. Severe degrees of aortic tortuosity may produce confusing mediastinal 
shadows on conventional radiographs. The true identity of such a shadow is 
easily resolved by overpenetrated films and proper positioning (Fig. 3, A-C). 

Buckling of the innominate artery secondary to elongation, tortuosity or dila- 
tation may cause prominence of the right superior mediastinal border, the roent- 
genographic appearance of which can simulate a superior mediastinal tumor, 
retrosternal thyroid, lymph node enlargement or disease of the apex of the lung. 
Widening of the right superior mediastinal shadow on a conventional chest 
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Fic. 4. A. Right superior mediastinal mass (arrow). No displacement of trachea or 
esophagus. 

B. Angiocardiogram revealing the mediastinal mass to be a widened buckled innominate 
artery (arrow). 
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Fia. 5. X-ray film of chest in a 72-year-old male with emphysema and pulmonary hyper- 
tension as reflected in the large caliber of the pulmonary arteries. The large pulmonary 
arteries have resulted in prominence of the lung roots. The size of the right hilum is suf- 
ficient to raise the suspicion of a neoplasm. 


roentgenogram in a patient in the older age group, with evidence of an arterio- 
sclerotic, tortuous aorta and without tracheal compression or deviation, should 
raise the suspicion of a buckled innominate artery. Honig, Dubilier and Stein- 
berg (1) emphasize the value of angiocardiography in differentiating the buckled 
innominate artery from the aforementioned lesions. Such recognition may avoid 
unnecessary exploratory thoracotomy (Fig. 4, A and B). 

Senile emphysema, if severe and of sufficient duration, results in pulmonary 
hypertension. This in turn produces enlargement of the pulmonary arteries, 
which causes prominence of the lung roots. Unlike the left hilum, the right is 
not partially obscured by the heart contour; consequently any increase in its 
size is readily recognized. An enlarged right pulmonary artery, therefore, might 
raise the suspicion of a hilar neoplasm. Special roentgen studies, such as angio- 
cardiography, may be necessary to decide the question (Fig. 5). 


SUMMARY 


The roentgen appearance of the chest in old age differs in certain interesting 
respects from that of the presenile chest. These differences and the reasons for 
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them have been discussed. An appreciation of how these changes affect the 
roentgenographic appearance of the thorax and its structures is important if 
misinterpretations are to be avoided. 

REFERENCES 


1. Honte, E. I.; Dusrtier, W., AND STEINBERG, I.: Significance of the buckled innominate 
artery, Ann. Int. Med. 39: 74-80 (July) 1953. 


CARDIAC AND RENAL RESERVE IN THE AGED AS RELATED 
TO OPERABILITY* 


CHARLES T. STONE, M.D.{ 


The University of Texas, Medical Branch, Galveston, Texas 


GENERAL CONSIDERATIONS 


As more people are living longer, and as newer surgical techniques for the 
treatment of pathologic processes are being developed, with immeasurably im- 
proved anesthesia, not to mention the great assistance furnished by chemothera- 
peutic and antibiotic postoperative therapy, the physician of today is increas- 
ingly being called upon to evaluate the suitability for operation of a large 
number of aged patients. That this is being done successfully is borne out by 
the favorable operative mortality rates in older patients compared with those in 
younger age groups. Around the hospital it is not uncommon to hear the younger 
members of the House Staff comment on how well severe operative procedures 
are withstood by those of advanced age. That, however, reflects a superficial 
consideration of the multiple factors important in the selection of these patients 
for operation. The drama of the operating room and the prompt, smooth post- 
operative recovery tend to overshadow the painstaking study to which these 
individuals have been subjected prior to operation, but they do not render it 
any the less important. 

It is self-evident that any patient who is to have a major surgical operation 
should have a preliminary examination, looking toward a determination of his 
fitness for the contemplated procedure, regardless of his age. In the selection of 
older age-group patients for operation we apply the same yardstick, but it is 
applied with some variations and certainly more meticulously. This is the case 
because of the implications inherent in latent disease processes and more readily 
disturbed homeostatic states in the aged. Furthermore, eradication of an asymp- 
tomatic disorder (e. g., chronic calculous gallbladder disease) in a person of 
middle age is one thing, whereas in the septuagenarian it is entirely another 
matter. More and more searchingly must the physician question himself in 
selecting his older patients for operation. Is the procedure actually necessary or 
even desirable? What is the patient’s expectation of life without operation; is it 
greater than if operation is not performed? Will the functional capacity of the 
patient be improved by surgery or will it perhaps be lessened thereby? Will it 
be possible to eliminate the disease in question, or will the financially sub- 
marginal, aged patient be presented with the problem of whether or not to un- 
dergo an expensive and apparently hopeless operation on the basis that, after all, 
“it may be possible to do something, if only a palliative resection’”’? In some 
situations the question is raised in connection with certain diseases in which 


* Presented as part of a Panel Discussion at the Annual Meeting of the American Geri- 
atries Society, San Francisco, California, June 17-19, 1954. 
t Professor of Medicine, University of Texas, Medical Branch. 
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there are both medical and surgical methods of treatment, such as benign gastric 
ulcer; by what method will the best interests of the patient be served? And 
finally, there is the ever-present necessity of determining the operability of the 
individual; will he or will he not, in all likelihood, react in an expected and 
normal fashion to the surgical operation? The answer to the latter depends to a 
considerable extent upon the integrity of his visceral function, particularly that 
of his heart and kidneys. 


CARDIAC FACTORS 


With respect to the cardiac capacity and reserve of the heart in older patients, 
for practical purposes, it may be assumed at the outset that the coronary arter- 
ies are affected to some extent. The Army figures (1) on the incidence of coro- 
nary atherosclerosis in young men dying of wounds or accidents in Korea, which 
showed that 77.3 per cent of those of an average age of 22.1 years had significant 
coronary artery disease, demonstrate emphatically the necessarily increased 
degree and frequency of this disease in geriatric age groups. In fact, in old 
people, there is very little in the way of heart disease except that resulting from 
hypertension and atherosclerosis. Patients with other etiologic types of heart 
disease infrequently survive to very old age. The fact that geriatric age and 
coronary artery disease go hand in hand (2) furnishes valuable evidence that 
the heart is often capable of normal or nearly normal function, despite coronary 
atherosclerosis. The problem, then, in a great many aged patients under con- 
sideration for operation is how well has the myocardium been able to carry on 
its function despite coronary atherosclerosis? This is easily determined in most 
instances by the history and physical examination. If the individual is able to 
perform his usual normal activities without shortness of breath and/or anginal 
pain, and if the findings on physical examination are normal, or approximately 
so, it is unlikely that the operative and postoperative periods will be marred by 
cardiac complications. Helpful supporting evidence would be given by postero- 
anterior and lateral x-ray films showing a normal chest and an electrocardio- 
gram within normal limits. Then come the patients who have hypertension, 
more than an acceptable degree of atherosclerosis, and perhaps a history of one 
or more attacks of myocardial infarction; how can they be evaluated with refer- 
ence to operability? Again, the same methods are employed, and if the findings 
are not too far from normal, most of them will tolerate major surgical proce- 
dures well. In this group the judicious use of the Master two-step exercise tol- 
erance test is helpful. If no great change in the electrocardiogram follows this 
test, there is reason to feel that the heart possesses enough reserve power to 
carry the patient through safely. In the event of a recent (within about six 
months) myocardial infarction or in the presence of congestive heart failure that 
has responded poorly to treatment, operation had best be deferred if possible. 
To be sure, out of sheer necessity, some patients in this group may require emer- 
gency operations and withstand them surprisingly well, but they are strictly 
substandard risks. Of the two groups—those having had myocardial infarction, 
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and those who have or have had congestive heart failure—the latter constitute 
the poorer risks, although neither can be classified as satisfactory. 

Cardiac arrhythmias, at times, are of importance in determining the opera- 
bility of a patient. Complete heart block with Adam-Stokes attacks, auricular 
flutter and fibrillation, and multiple premature contractions of ventricular origin 
are often warning signals of difficulty during the anesthetic and postoperative 
periods. The development of ventricular tachycardia is an occurrence of great 
significance, for which anesthetists and house staffs should be prepared to ad- 
minister procaine amide intravenously as an emergency measure. 

Patients with frank clinical expressions of coronary insufficiency such as an- 
gina pectoris, especially decubitus angina, breathlessness with thoracic oppres- 
sion on slight effort and frequent attacks of paroxysmal nocturnal dyspnea are 
to be always regarded as poor subjects for operation, which should be avoided 
at all costs unless absolutely necessary. When surgery is mandatory in such 
cases the choice of anesthetic and of surgical procedure become matters of ut- 
most importance, e. g., in the case of an obstruction in the distal portion of the 
colon, the obstruction might be relieved by colostomy under local anesthesia, 
and definitive surgery could be postponed pending the possible establishment of 
a more satisfactory cardiac function. 

Any appraisal of the patient with heart disease as to suitability for operation 
should also take into account the methods which may be required postopera- 
tively in the management of cardiovascular complications, including shock. 
Transfusions, norepinephrine, prophylaxis against intravascular clotting, anti- 
coagulants, digitalis and diuretics all play a part, which in particular instances 
may be life-saving. Moreover, the advance consideration of these postoperative 
therapeutic efforts may at times allow a poor-risk patient to be successfully car- 
ried through an operation which otherwise would be impossible. In other words, 
“to be forewarned is to be forearmed.” 

In the evaluation of exertional dyspnea, it should be remembered that this is 
not always indicative of heart disease and a restricted cardiac reserve; it may 
well be a symptom of impaired respiratory function. Many aged subjects with 
fairly adequate cardiac function have pulmonary emphysema, the only symptom 
of which may be breathlessness on slight exertion. Provided there is no asso- 
ciated bronchopulmonary infection, patients with emphysema of mild or even 
moderate severity should not be denied the benefits of needed surgery simply 
because they are short of breath on exertion. 


RENAL FACTORS 


In the average patient the competency of renal function is readily arrived at 
by the routine urinalysis, the concentration of nonprotein nitrogen in the blood, 
the phenolsulphonphthalein excretion and the ability of the kidneys to concen- 
trate the urine. Departure from the normal, to more than slight degree, in any 
of these values is a just cause for concern that the elderly patient may react 
unfavorably to major surgical operations. The greater the abnormality the more 
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likely is the unfavorable reaction to be of significant magnitude; when the values 
are normal, surgical procedures are usually well tolerated. 

There is one set of circumstances in which these general rules are not entirely 
applicable, 7. e., in lower urinary-tract obstruction. The patient admitted to the 
hospital with a nearly complete prostatic obstruction that has developed over a 
period of months or years and in whom a urinary-tract infection has developed 
secondarily, may show marked improvement in the evidences of renal impair- 
ment upon the institution of indwelling catheter drainage and appropriate chemi- 
cal or antibiotic treatment. Subsequently, many such patients withstand nor- 
mally any operative procedure which may be required. 

Any discussion of this phase of the subject would be incomplete without at 
least passing reference to the likelihood of precipitating lower nephron nephrosis 
(acute renal insufficiency), which is so prone to occur in operations on the uri- 
nary tract. Likewise, the possibility of mismatched blood transfusions should 
be cautiously considered and studiously avoided. 

Thus, although slight to moderate grades of renal impairment alone do not 
constitute a positive contraindication to surgical procedures, the severe grades 
most certainly do. Consideration should be given to the possible combination of 
lowered cardiovascular and renal functions, since they often co-exist and are 
part and parcel of the same morbid process. The patient with more than slightly 
severe hypertensive and arteriosclerotic cardiovascular disease plus an asso- 
ciated arteriolar nephrosclerosis with evidences of renal impairment is a poor 
subject for most types of surgical treatment. Even though the operative result 
may be satisfactory, the progressive nature of the antecedent degenerative dis- 

ease often negates the potential benefit from the operation. 


SUMMARY AND CONCLUSIONS 


1. Many aged patients survive major surgical procedures in a normal manner, 
so that their health and longevity are prolonged. 

2. To a considerable extent it is possible to predict with reasonable accuracy 
those who will respond favorably, by a careful study of the total individual, 
combined with a detailed examination into the integrity of cardiac and renal 
functions by methods easy of execution and readily available. 

3. Aged persons with more than moderate impairment of cardiac and/or renal 
function should not be subjected to elective operations until every effort has been 
made to correct the underlying abnormalities by suitable therapeutic measures. 

4. In situations requiring a decision as to the employment of emergency sur- 
gical procedures, the risks involved in conservative treatment versus operation 
must be weighed, and the ultimate conclusion reached after consultation be- 
tween the physician and surgeon. 

5. Closely integrated teamwork in the preoperative, operative and postopera- 
tive periods by all concerned may often turn the tide in an obviously unfavorable 
situation which might otherwise have ended fatally. 

6. Although aged patients should not be denied the benefits that may accrue 
to them from properly planned, expertly performed surgical treatment combined 
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with postoperative care based on sound physiologic principles, neither should 
they be subjected to operative measures—unless by reason of an unavoidable 
indication—when the mass of evidence points either to an unfavorable outcome 
or to an unduly short survival. 
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LABORATORY TESTS IN THE DETERMINATION OF OPERABILITY 
IN THE AGED, WITH SPECIAL REFERENCE TO NUTRITION* 


WARREN H. COLE, M.D.t+ 
The Department of Surgery, University of Illinois, College of Medicine, Chicago, Illinois 


With the exception perhaps of progress in vascular surgery, the greatest ad- 
vancements in surgery during the past two or three decades have been in pre- 
operative and postoperative care. Probably the most important of these has been 
the appreciation of the need for blood and the repletion of the patient. Actually 
these advancements represent a more accurate recognition of certain decrements 
and their correction; the basis for improvement is related primarily to progress 
in our knowledge of surgical physiology. 

In spite of the fact that the operative mortality rate has dropped markedly 
during this period of improvement in our understanding of surgical physiology 
we must admit a marked deficiency in our ability to estimate operability; in fact, 
the lag in this phase of our knowledge is the surgeon’s greatest blind spot today. 
This inability to determine whether a patient will tolerate and survive a certain 
operation is particularly important with regard to the elderly, because the post- 
operative mortality rate is greater in this group. 

In a study of 3,656 consecutive major operations performed at Illinois Re- 
search Hospital, the author (1) found that 32 per cent, or almost one third of 
the patients, were past the age of 60. The postoperative mortality rate was 
2.07 per cent in patients under 60, and 5.1 per cent in those over 60—a rate two 
and a half times higher in the older group. However, it should be emphasized 
that a study of mortality rates by individual types of operations revealed that 
in the less major operation such as thyroidectomy, cholecystectomy, or radical 
mastectomy, the rate was no higher in old patients than in the young. The 
threshold at which the rate became higher in the aged lay in operations of a 
magnitude slightly greater than that of subtotal gastrectomy; in the latter opera- 
tion there was no significant difference in mortality between the two groups. 

Too often the surgeon gives little discriminatory thought to the possibility 
that a certain elderly patient with one or two uncorrectable decrements may not 
survive a certain operation which would be well tolerated by a young patient 
with no physiologic or pathologic decrements. We must not adopt a hopeless 
attitude of inability to determine whether or not a patient will tolerate a pro- 
posed operation. Life is too precious to guess at this problem. It is the author’s 
contention that paying particular attention to all phases of the patient’s physical 
reserve will often tell us rather definitely whether or not he will survive a certain 
operation. If he will not survive he must not be subjected to it. However, it is 
almost as serious an error to refuse an operation to a patient who would tol- 


* Presented as part of a Panel Discussion at the Annual Meeting of the American Geri- 
atrics Society, San Francisco, California, June 17-19, 1954. 
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erate it, assuming of course, that the procedure is indicated and holds promise 
of yielding great benefit to the patient. 

All of us will probably agree that clinical judgment is more accurate than 
laboratory tests in determining operability, but it must be admitted that cer- 
tain laboratory tests will often disclose decrements which could not have been 
detected by clinical judgment. Impairment in liver function is an example of a 


deficiency which seriously impairs operability, and is often very difficult to de- 
tect clinically. 


ROUTINE TESTS 


Every hospital patient should have the simple blood and urine examination 
demanded in practically all hospitals. When the threshold of safety is low, the 
blood examination should include both hemoglobin and hematocrit determina- 
tions, because of the frequency of inaccuracy, particularly with regard to the 
former. If the two tests do not agree, they should be repeated. 


SPECIFIC TESTS 


When a major operation is contemplated in an elderly patient, perhaps the 
most important laboratory determination is the concentration of plasma protein, 
because malnutrition is among the most common of the serious impairments 
encountered in the aged patient. Nutrition has such an important bearing on 
operability that it will be discussed later in this paper under a separate heading. 

The nonprotein nitrogen level of the blood should be determined in all elderly 
men on whom a major operation is planned, because of the frequency of prostatic 
hypertrophy and consequent renal damage. Often there will be a history of fre- 
quency of urination or difficulty in starting the urinary stream; on the other 
hand, there are often no symptoms revealing urinary obstruction. The non- 
protein nitrogen determination gives one an added confirmation of the renal 
status (discussed in this panel by Dr. Stone). 

The concentration of plasma electrolytes should be determined in all patients 
who have vomiting, diarrhea, fistulae or a history of inadequate food intake 
for a few days previous to admission. However, when there is no history of any 
of these complications there is no need for the test. 

As stated previously, it is often very difficult to detect hepatic insufficiency 
by clinical means alone. Accordingly, when a major operation within the ab- 
dominal cavity is being planned it is highly desirable, and in fact essential in 
elderly patients, that at least one of the better liver function tests be performed. 
In the author’s opinion the thymol test is perhaps the most useful. It is particu- 
larly sensitive in detecting cellular damage in the liver, although the brom- 
sulfalein test is perhaps more accurate in detecting cirrhosis or metastases. The 
need for study of liver function is mentioned as a prerequisite to operation be- 
cause of the frequency with which hepatic insufficiency accompanies lesions 
within the abdominal cavity. If the result of one liver function test is positive, 
then other tests should be made. The cephalin flocculation test, the prothrombin 
test, and the determination of the plasma protein level and the albumin-globulin 
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ratio give valuable information. If jaundice is present, the alkaline phosphatase 
level should be determined, because it is usually increased (over 10) if an ob- 
structive jaundice is present. 

If 3 of the 6 liver function tests just mentioned give positive results, one can 
definitely state that a major operation would be extremely hazardous if the 
hepatic insufficiency is untreated. Proper preoperative treatment for this decre- 
ment consists of a high-protein, high-carbohydrate diet; transfusions if indi- 
cated; antibiotic therapy if the insufficiency is due to infection; and vitamin K 
if jaundice is present. When hepatic function tests give strongly positive results, 
the elderly patient will rarely tolerate a serious operation such as esophagec- 
tomy, even though active treatment for the hepatic disorder is carried out. If 
active therapy should restore hepatic sufficiency, then the patient may tolerate 
the operation, but it must be remembered that rarely indeed does systemic 
treatment alone cure hepatic insufficiency. On several occasions we have en- 
countered the combination of virus hepatitis and a serious surgical lesion such 
as carcinoma of the colon. We have treated these patients actively; and a few 
weeks later, after the jaundice has disappeared and liver function has improved, 
have performed the required operation with safety. Colectomy for carcinoma in 
an elderly patient with a severe virus hepatitis will almost certainly result in a 
fatality. 

Besides electrocardiography we have no practical tests of cardiac function. The 
chief value of an electrocardiogram from the standpoint of operability is in the 
detection of a recent coronary occlusion. It is essential to be aware of coronary 
thrombosis, because performance of a major operation within three months after 
a thrombosis is very apt to result in a fatality. We have learned from experience 
that patients who have had a coronary thrombosis more than six months prior 
to operation tolerate major procedures quite well. A good clinical history will 
usually reveal the occurrence of an occlusion, but now and then a fairly severe 
occlusion may develop without the typical picture of precordial pain. Often a 
few specific questions about exercise pain, exercise tolerance, or edema of the 
ankles yield valuable information. Further details of operability from the car- 
diac standpoint will be omitted because Dr. Stone of this panel is presenting 
this phase of the operability problem in detail. 


ROLE OF NUTRITION IN OPERABILITY 


In the author’s opinion the nutritional status of the patient is the most im- 
portant factor encountered in the determination of operability, largely because 
malnutrition affects so many functions of the body. An engine cannot run with- 
out fuel, but too many physicians fail to recognize that the human body cannot 
function without food. it is well known that patients with protein deficiency 
tolerate operations very poorly. The reasons are numerous and complicated; 
some of them are discussed later in this paper. 


Functions of proteins 


A consideration of the functions of proteins aids in the proper appreciation 
of their significance. They are used for fuel by the body, but this is of trivial 
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importance compared to their vital function in the cell itself. We shall not at- 
tempt to discuss their role in this function which is vital to life. Somewhat 
better understood, is the function of proteins in the blood stream. They are ex- 
tremely important in the maintenance of osmotic pressure; thus they play a 
vital role in blood volume by controlling fluid exchange between the blood and 
tissues. Being amphoteric, they aid in maintaining acid-base balance; they may 
act as acids to combine with bases. Of perhaps less importance is the fact that 
they help to maintain blood pressure because their viscosity offers functional 
resistance in the arterioles. Proteins are known to exert protective influence; 
for example, Ravdin and associates (2) have shown that proteins as well as 
carbohydrates are essential in the protection of the liver against injury. 


Causes of protein deficiencies 


The factors producing protein deficiences are numerous. The most common is 
inadequate intake, which may be brought about by a wide variety of mecha- 
nisms, such as partial intestinal obstruction or loss of appetite, to name a few. 
Acute or chronic blood loss will result in protein deficiency. A decreased absorp- 
tion will result from diarrhea or intestinal fistulae. Any acute infection will cause 
loss of protein, as revealed by the negative nitrogen balance which is so com- 
monly observed in such conditions. At times there is a decrease in formation of 
protein, even though the intake may be normal. The exact role of the liver in 
maintenance of an adequate protein level is not fully understood, but there is 
evidence that hepatic insufficiency, whatever the cause, results in retardation of 
formation of proteins as well as an increase in breakdown of albumin. 


Ill effects of protein depletion 


As stated previously, patients with protein depletion tolerate operations very 
poorly. In the first place, if the depletion is severe, wound healing is jeopardized. 
A level of plasma albumin below 2.5 grams per cent is usually associated with 
edema. If an intestinal anastomosis has been performed in a patient with protein 
depletion of this severity, the resultant edema at the anastomotic site may pro- 
duce obstruction, and thus seriously impair function. In less severe protein de- 
pletion not accompanied by edema, the administration of sodium chloride may 
produce edema (3). Therefore, in patients with a low level of plasma protein, 
salt must be given cautiously; in such cases blood levels of sodium and chloride 
should be followed closely lest a serious deficiency of electrolytes result. Defi- 
ciencies in proteins likewise produce a greater susceptibility to infection (4). 

Still more important than the deleterious effects of protein depletion just 
mentioned are the ill effects on organ function. When proteins are low, the 
functions of such important organs as the liver, adrenals and bone marrow are 
impaired. The exact mechanisms are not known. It might be assumed that the 
poor tolerance of patients with depleted proteins to major operations is an ex- 
pression of impaired adrenocortical function. Likewise the anemia encountered 
in patients with low protein levels might be related to impaired bone marrow 
function, and/or impaired hepatic insufficiency. 
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Fate of injected amino acids, plasma and blood 


Since maintenance of normal protein levels is so important to operability and 
convalescence, it is essential to take advantage of every opportunity to maintain 
protein intake during the period when oral ingestion is not possible. The value 
of injected casein hydrolysate (Amigen) is tempered somewhat by the knowl- 
edge that perhaps 25 per cent of the protein value of injected hydrolysate, from 
the standpoint of nitrogen content, is lost because hydrogen and hydroxyl groups 
are incorporated into the molecule. Likewise perhaps 10 per cent of injected 
amino acids are excreted in the urine. It was thought that the use of amino acids 
in pure form would prove superior. However, the pure amino acids are not as- 
similated efficiently. Apparently some breakdown products in hydrolyzed pro- 
tein exert a beneficial effect on assimilation of the injected protein solution. 

Intravenous injection of plasma is very useful for protein repletion but, as 
has been emphasized by Elman and associates (5), it is not metabolized com- 
pletely before the lapse of seven to ten days following injection; some of the 
plasma undergoes hydrolysis to amino acids by tissue proteoses. A relatively 
small amount remains in the blood stream as injected. Moreover, plasma is 
expensive. Nevertheless, since it is not possible to give enough amino acids in- 
travenously to make up a significant protein deficit, plasma is a very important 
agent in restoration of protein. It is obvious that repletion of a serious deficiency 
cannot be achieved by injecting a large amount of plasma in a day or two. 
Except in the case of a sudden loss of blood, the amount of plasma administered 
daily should be no greater than 250 to 500 ce. 

In any study of protein replacement, it must be remembered that the ratio 
of blood protein to protein outside the vascular system is about 1 to 30 (6). Ac- 
cordingly, the rise in the level of plasma protein will take place slowly, because 
the depletion of various stores throughout the body must also be corrected in 
the return to normal. 

Administration of blood is indicated when the hematocrit and hemoglobin 
values are low. When these are returned to normal, administration of additional 
blood may be harmful except in those patients in whom there is a blood volume 
deficit. Red blood cells are a satisfactory source of protein, but several weeks 
are required for their destruction and assimilation by the recipient. 


Role of blood volume in operability 


When the hemoglobin and hematocrit values are below normal, there is obvi- 
ously a blood deficiency. Frequently, however, a serious deficiency in blood 
volume may be present when the hematocrit and hemoglobin readings are nor- 
mal. On some occasions, dehydration is the primary cause, and proper hydration 
will reveal the deficit by the lowering of the hematocrit and hemoglobin readings. 
On other occasions these values are normal in the absence of dehydration, yet a 
serious blood volume deficit may be present, as has been emphasized by numer- 
ous observers. It is well known that blood volume deficits are much more com- 
mon in elderly people than in young people, and in patients with gastro-intestinal 
diseases than in patients with other diseases. Acute or chronic hemorrhage is an 
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obvious cause; however, the loss of blood may often be occult, as in a case of 
benign or malignant ulceration of the intestine. 

In a recent study made by Zollinger and associates (7), 66.9 per cent of 174 
patients with gastro-intestinal diseases had a plasma volume deficit of 10 per 
cent or more; in 80 per cent there was an equivalent deficit of the red cell mass. 
The greatest volume deficit (average, 35 per cent) was encountered in patients 
with gastric carcinoma; in these patients the deficiency in plasma volume was 
equal to about 1 per cent for each pound of weight loss. In intestinal obstruction 
the average deficit was 1,200 cc. and it increased with the duration of the ob- 
struction. For example, in patients with obstruction of one to two days’ duration 
the deficit was 27 per cent, in patients with obstruction of three to four days’ 
duration it was 37 per cent, and in patients with obstruction of longer than four 
days’ duration it was 40 per cent. It is very significant that in their series of pa- 
tients operated upon between 1946 and 1949 only 1 out of 5 received blood, and 
the mortality rate was 19 per cent; in the series with intestinal obstruction 
operated upon between January 1949 and December 1951, an average of 960 ce. 
of blood was given to each patient preoperatively and the mortality rate was 
reduced to 3.7 per cent. 

Accordingly, it is essential that plasma volume deficits be corrected before 
operation. This is particularly true in elderly patients, because they tolerate 
deficiencies and complications so poorly. Contrary to the opinion of many, it is 
likewise essential that patients with cardiac disease have blood transfusions to 
support them through major operations. Beling and associates (8) noted that the 
mortality rate was much less in cardiac patients when adequate transfusions 
were given at the time of major operations. 


Factors affecting protein metabolism 


It is generally accepted that 1 gram of protein per kilogram of body weight 
per day represents the minimum needs of the human body. When certain com- 
plications are present, the protein requirements may double or even triple if a 
positive nitrogen balance is to be maintained. If the intake is insufficient to 
meet body needs the protein stores will obviously be depleted. Unfortunately, 
the stores first to be depleted may be those in such important organs as the 
liver or adrenals. The rate and sequence of depletion in the various organs is 
unknown, but no doubt varies. The protein level of plasma reflects the protein 
level of the body to a certain extent, but unquestionably considerable depletion 
of various organs may take place before the plasma level is affected. For this 
reason we should not rely upon the plasma level of protein as the primary index 
of the protein level in the body. If questioning the patient reveals an inadequate 
intake of food for several days or weeks, we should assume that the patient 
needs repletion even though the plasma level is still normal. 

Many diseases result in protein depletion. The degree of depletion is often 
notably high in such conditions as peptic ulcer, gastric or colonic carcinoma, and 
lung abscess. 

Most of the nitrogen resulting from breakdown of proteins is excreted in the 
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urine. Each gram of nitrogen in the urine represents a breakdown of 6.25 grams 
of protein. 

As has been emphasized by Elman (6) protein will be burned as fuel if the 
intake of carbohydrate and fat are insufficient; at least 100 grams of carbohy- 
drate must be given along with amino acids to prevent utilization of the latter 
by the body as fuel. The rate of fall or rise in the level of plasma protein may 
differ from one patient to another. When intestinal fistula, fever or some such 
complication is present, one would expect that the fall in protein level associated 
with a decreased caloric intake would be more rapid than in a normal person 
with the same decreased intake. However, in the absence of such complications, 
some patients exhibit a greater fall than would be expected under certain de- 
grees of decreased protein intake and a greater increase than average under 
certain degrees of increased protein intake. On some occasions, the dietary bal- 
ance in regard to the carbohydrate-protein ratio may explain the discrepancy. 
Rhoads and associates (9) have shown that in patients with carcinoma (e.g., 
gastric) it is difficult to replete a protein deficiency. The author concurs in this 
observation, having encountered numerous patients with carcinoma of the in- 
testinal tract in whom a low blood protein level could not be raised in spite of a 
greatly increased and well balanced diet. However, exceptions are noted, as il- 
lustrated by the progress of the following patient, who had a carcinoma of the 
rectum with rather profuse bleeding. The blood protein level was 5.9 grams per 
cent on admission. After six days’ intensive therapy, with two transfusions and 
an increased caloric intake (between 3,500 and 4,000 calories per day) the blood 
protein concentration rose to 6.4 grams per cent (A 3.6/G 2.8), even though the 
weight remained stationary The fall in plasma protein concentration following 
operation in this patient was negligible and might have been related to the fact 
that in protein-depleted patients the loss of nitrogen following a major operation 
is much less than in patients with a normal protein level (10). As might be ex- 
pected, this patient had a very smooth convalescence and showed only a slight 
decline in plasma protein concentration after the Miles resection. In any ob- 
servation on plasma proteins great attention should be paid to any change in 
albumin, because it is much more important than the globulin content; more- 
over, there is a tendency for the globulin level to rise as that of the albumin 
falls, and vice versa. 

When a patient is being treated for protein depletion it must be remembered 
that he may actually show a loss in weight in spite of a greatly increased intake 
of a well balanced diet. Such loss of weight, or failure to gain, may be due to a 
loss of edema fluid which often is so diffusely distributed throughout the body 
that it is not demonstrable. 

This loss of weight (by loss of edema fluid) in the face of a high caloric intake 
is well illustrated in one of our patients who had a very low plasma protein level 
because of a bleeding stenosing duodenal ulcer (Fig. 1). Upon entry the total 
plasma protein value was 5.0 (A 3.7/G 1.3) grams per cent. Because of previous 
hemorrhages his hemoglobin reading was 3.5 Gm. per cent and his hematocrit 
16 per cent. The improvement in nutritional status brought about by six trans- 
fusions and a caloric intake varying between 4,200 and 4,900 calories per day, 
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ROLE OF PLASMA PROTEIN IN OPERABILITY 
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resulted in a rise in the plasma protein level and a reduction or elimination of 
the edema, which was so diffuse that it could not be recognized clinically. Con- 
valescence following gastrectomy was uneventful. Actually the reduction in the 
mortality for gastrectomy from a rate of 28 to 30 per cent thirty-five or forty 
years ago to about 3 per cent at the present time, is due to correction of such 
decrements (Fig. 1) before surgery. 

After every major operation there is a rather pronounced loss in protein, as 
reflected by a negative nitrogen balance. Werner (11) has emphasized that this 
loss may be as much as 250 grams. In Figure 2 are listed data revealing a loss of 
1,950 grams of protein in a fourteen-day period following a gastro-enterostomy 
and vagotomy. However, the convalescence was complicated by a markedly 
deficient intake of food, the development of an obstruction of the jejunum and 
colon, and a perforation of the jejunum which was so atypical that it was not 
recognized for about twenty-four hours. This large number of complications re- 
sulting in such a tremendous drop in the plasma protein level could readily ex- 
plain the extreme loss of 1,950 grams of protein in fourteen days. As might be 
expected, the protein level had dropped so low that we were unable to correct it, 
even by the intensive therapy with plasma and blood indicated in Figure 2, 
in addition to almost 2 liters of Amigen and glucose per day (not shown in the 
figure). The patient died four days after closure of the perforation and correc- 
tion of the obstruction, with evidence of peritonitis; autopsy was not obtained 
for confirmation. The recurrence of peritonitis might be explained by failure of 
the closure at the perforation site to heal or hold. It is well known that peri- 
tonitis or, for that matter, any exudative process in a major body cavity, is a 
great strain on protein levels in the body. 

In a series of extensive experiments carried out at Illinois Research Hospital 
in a study of the nitrogen loss and hepatic insufficiency following operation, nu- 
merous observations were made on these factors (12). In the first place, the 
nitrogen loss noted after herniorrhaphy was the same following spinal anesthesia 
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SEVERE DECLINE IN BLOOD PROTEIN AFTER OPERATION 
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as it was following nitrous oxide-ether anesthesia. If the patient was given an 
increased diet (basal + 100 per cent) by gastric tube the day of operation, and 
each succeeding day, the nitrogen loss was decreased but not obliterated on the 
first and second postoperative days. These data proved to us that the nitrogen 
loss following operation was due to factors other than the decrease in food intake 
so commonly allowed following major operations. Ambulation decreased the 
negative nitrogen balance appreciably. Complications such as infections sharply 
increased the negative nitrogen balance. Following herniorrhaphy there was also 
a distinct hepatic insufficiency, appearing on the day of operation and disap- 
pearing by the sixth postoperative day. Following cholecystectomy the hepatic 
insufficiency and negative nitrogen balance were more pronounced than follow- 
ing herniorrhaphy, indicating (as would be expected) that the former is a greater 
strain on the body than the latter. 

More details of protein nutrition in surgery may be found in the splendid 
review by Chassin (13). 


SUMMARY 


A plea is hereby made for more accuracy in the determination of operability. 
Although we cannot determine exactly how much of an operative load every 
patient will tolerate, the author contends that proper interpretation of various 
tests and clinical findings will indicate with a high degree of accuracy whether 
or not a certain patient will tolerate the operation planned for him. Very im- 
portant in obtaining this information are the usual tests for anemia, blood 
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volume, renal function (urine specific gravity and albumin; plasma nonprotein 
nitrogen), electrolyte imbalance, dehydration, cardiac reserve, and the status 
of the blood proteins. In a previous study made by the author it was found that 
elderly patients tolerate major operations of a minor magnitude almost as well 
as young people, if complicating diseases and severe deficiencies are eliminated 
before the operation is performed. In the more serious operations, the mortality 
rate is higher in elderly patients, even though all known decrements are elimi- 
nated. 

One of the most serious deficiencies having a bearing on the patient’s reserve 
is hypoproteinemia. A low plasma protein level is a definite indication that a 
severe type of malnutrition is present. Unfortunately considerable protein defi- 
ciency may exist in the presence of a fairly normal plasma level of protein; in 
certain patients considerable depletion of protein stores may apparently take 
place without a significant depression in the blood level. All possible effort (in- 
cluding many days’ trial) should be expended to correct hypoproteinemia, par- 
ticularly if the lesion to be operated on is benign. If the lesion is malignant, it 
may be impossible to correct the hypoproteinemia; on other occasions it may 
be possible after the lapse of many days, but extensive delay in the presence of 
malignancy obviously jeopardizes the patient’s life. In any event, a serious ef- 
fort should be made to correct this serious deficiency. 
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THE PSYCHOLOGY OF RETIREMENT* 
EDWARD B. ALLEN, M.D. anp HOLLIS E. CLOW, M.D. 


New York Hospital—Westchester Division, White Plains, New York 


If retirement were a simple process due to complete mental and physical in- 

capacity and of short duration with a speedy demise, psychologic evaluations 
would be a relatively simple matter and would awaken little clinical or social 
interest. The data made available by the United States Census Bureau concern- 
ing our older population, however, reveal complexities and a multiplicity of 
factors not previously enumerated or anticipated, which are now making im- 
perative demands on our attention. 

It is estimated from the 1950 census, according to Krag (1), that of a total 
population of 150,700,000 persons of all ages in the continental United States, 
12,270,000 (8.1 per cent) were 65 years of age or over. Of this number 3,850,000 
persons were 75 years or older, including 4,475 who were reported to be 100 
years or older. Contrary to the general impression, almost all the older persons 
in the United States were living outside of institutions and, even among those 
who were 85 years and older, slightly more than 90 per cent were living in- 
dependently or with their family or friends. 

The average life expectancy of these older persons in the United States is 
also worthy of note. For 1950 the estimate made by the National Office of Vital 
Statistics, U. S. Public Health Service, was 14.1 years at age 65, 11.2 years at 
age 70, and 8.7 years at age 75. It may be concluded that roughly half of those 
persons who were 65 years of age would live to, or exceed, the expected 14.1 
years. Krag believes that some will live 20 or 30 years and a few even 40 more 
years after reaching their sixty-fifth birthday. With this inability to predict 
what a particular person’s life span will be, those who are 65 years of age should 
plan their affairs around the possibility of living for a longer period. A recognition 
of these facts imposes an obligation upon persons who retire at age 65 for reasons 
other than disability and illness, as well as upon their advisors, to see that these 
older men and women maintain their civic responsibilities by seeking a useful 
active life for their remaining years. 

Retirement is an unfortunate term, as it implies withdrawal. For the sensitive 
and reserved, it is sometimes difficult to get this idea out of their minds. One 
man who formerly read his daily paper, listened to ball games on the radio, did 
cross-word puzzles and conversed with his colleagues, came to a friend’s house 
during the first week of his retirement from business and sat listlessly. When 
his friend pointed out that such interests were immediately available and he 
could now have more time for them, the recent active business man looked up 
sadly and exclaimed in a whispered voice, “But I have retired from all that.” 
What is essential for a continued peaceful existence is not a static cessation of 
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endeavor but preservation of activity, thought and feeling for a somewhat dii- 
ferent but less exacting field of responsibility. Logan (2) points out that the man 
who carries on with his customary work after 60 may find himself unable to cope 
with it a few years later, and he may also be unable to turn to anything new. If 
he has the insight to break away at 60 and assume a lighter load, particularly if 
it has some personal interest for him, he may find that he has embarked on a 
second career in which he can continue to give useful and satisfying service for 
ten years or longer. 

Although it soon becomes evident that the anticipations of an ideal retirement 
meet with inevitable limitations and irksome frustrations when that time ar- 
rives, nevertheless, with calm reflection and the avoidance of undue fear and 
panics, gratifying compensations are available. These necessitate the ability to 
make the most of opportunities and to approach them with a flexible and re- 
ceptive mind. This ability has to be developed out of personality assets in the 
earlier years of life. 


INTERPERSONAL RELATIONSHIPS 


The earlier in life it is learned that, like nations in our present stage of civiliza- 
tion, it is impossible to live unto oneself alone, the easier it becomes for all to 
appreciate the satisfactions obtained from interpersonal relationships. Retire- 
ment is a misnomer. These relationships are inevitable throughout life. To pro- 
mote them, each person lives two lives—the life within, and the life without— 
which should be intermingled and balanced with emotional harmony. 

First, an adjustment has to be made to individual emotional, instinctive and 
creative needs. It is imperative to learn how to be happy when alone with one’s 
thoughts, in order to prevent boredom. Rather than avoid all propaganda, one 
should be aware of its dangers and sift out its values with a thoughtful and in- 
telligent criticism. In obtaining emotional satisfaction, in doing what the indi- 
vidual wishes to do, he should learn in his youth to seek and condition himself 
to such gratifications as are consistent with the rights of others and amenable to 
the conventions of the social order. At the same time, with advancing years, he 
will learn he cannot please everybody or always do what others may wish or 
expect of him because they are younger, more vigorous or possibly more so- 
phisticated. 

To effect his own balanced adjustments to life, an aging individual should 
always preserve an objective attitude and be more interested in his environment 
than himself. He should always have some problem to solve and a zest for the 
acquisition of the knowledge with which to solve it. The problem may be the 
development of a philosophy as intricate as the metaphysics of a Kant or St. 
Thomas Aquinas, or it may be a relatively simple one of how to raise better 
turnips in spite of the limitations of the soil of the backyard. 

Second, which is only a modification of the first, comes an adjustment to the 
desires, interests, needs and social activities of others. It behooves everyone to 
acquire knowledge, and dexterity about something and then to impart it to 
others. The aging individual, until he regresses through physical necessity to a 
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vegetative existence, should remain articulated to his environment and should 
seek to contribute to it consistently, whether retired or not. A woman approach- 
ing 90, with thick lenses and a faltering voice, may still offer some service by 
bringing gifts to someone less adequate. 


PERSONAL FACTORS 


In order to promote these interests, Lawton (3) has well pointed out that 
“every life period is tri-dimensional; it is not only a present functioning, but 
also a product of a past, and a forecast of a future.’”’ At the retirement age three 
things are necessary to make this functioning successful. First of all is a contented 
mind, but this in turn is dependent upon the other two; not perfect, but adequate 
physical and mental health with sufficient sensory acuity to be aware of the en- 
vironment; and not wealth, but financial security. The State is gradually be- 
coming more generous in seeking to promote these conditions, but the primary 
responsibility rests on the retiring individual himself. He should receive instruc- 
tion in his youth through his family and schools to consider it his patriotic duty 
and obligation in his later years to be as little burden as possible on paternalistic 
institutions, federal, state or municipal. 

Any broad generalizations about aging or retirement are dangerous. It is a 
highly individualized problem and requires an individualized adjustment. For 
everyone, aging is an extended process and a continuance of the conditioning to 
which a person has been subject throughout his life. When one retires, there is 
not a sudden cessation of all that has gone before. A man’s intellectual interests 
in what he has done will not be abruptly severed. His desires for the social, en- 
vironmental, recreational, economic, and religious interests to which he has be- 
come accustomed will continue. All of his old habits of thought and action will 
be preserved. 

Certain limitations are, nevertheless, inevitable. Fatigue comes more quickly 
on exertion. It becomes imperative to use the head more and the body less. Every- 
one, on reaching the age of 50, to some extent enters the valley of secret fears. 
How each person meets and adjusts himself will largely determine the length of 
his future earthly existence. Although everyone is subject to fears and uncer- 
tainties throughout his life, he is more wont to give expression to them in his 
earlier years. As he grows older he likes to appear stable and sophisticated, even 
when all is not well within. He is ashamed to disclose anxieties that he more 
quickly revealed to others in his youth and adolescence. Then, his hope, vigor 
and enthusiasm made them seem like reversible processes; now, with a recogni- 
tion of increasing rigidity, they appear as terminal conditions. 

Retirement, with more time for leisure and associated reflection, permits the 
return of thoughts of self and the mysteries of life, as in childhood. Anxieties in 
youth are frequently associated with factors which are not fully appreciated or 
clearly understood, often with fears of the unknown, and resultant exaggerations 
of the intangible; but in the autumn of life anxieties are associated with more 
definite and consistent realities. Identifications with relatives and friends become 
more objective and apparent in character. It sometimes becomes a grave question 
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whether or not it is an advantage to have complete scientific knowledge of what 
can happen to an aging individual and what will inevitably happen if he lives long 
enough. For the few who are sufficiently well organized emotionally, yes; but 
for the vast majority, it is a different matter. Popular medical literature and 
especially modern advertising in journals, over the radio and on the television 
screen, often give the aging victim of this information disturbing, and unfortu- 
nately sometimes distorted facts. These may only inflate the neurotic phobias 
of his youth, which may have remained quiescent throughout middle life, due 
to demands for the externalization of attention on business, economic, social and 
other environmental affairs. The geriatrician has to spend much of his time allay- 
ing his patient’s fears, which arise through identification of the patient with rela- 
tives or close friends who have died of cancer, coronary occlusion, cerebrovascular 
accidents, gallbladder disease or pelvic complications. 

The neurotic manifestations and the phobias of adolescence often produce 
mental mechanisms of a schizoid withdrawal, or attempts at isolation from 
reality. They manifest themselves again at the involutional period of life, but 
with the sophistication of years these neurotic manifestations and phobias are 
now more closely identified with reality factors and the victim becomes agitated 
and depressed. If his personality is sufficiently stable, a person may be able to 
continue functioning at a neurotic level with a possible reactive depression, but 
sometimes the fear of failure and future inadequacy is too overwhelming and 
an involutional melancholia develops or else the patient seeks a definite abrupt 
solution and escape through suicide. 

Batchelor and Napier (4) offer evidence suggesting that the suicidal attempt 
of an old person is almost always genuine. Less than one fourth of such attempts 
are impulsive. These authors were impressed by the multiplicity of precipitating 
factors and motives and the importance of feelings of loneliness and physical 
incapacity, of fear, and of identification with a dead person. Adverse social 
factors of a material nature were less important than community attitudes toward 
the old person. 


TYPES OF ADJUSTMENT 


Most old people, fortunately, effect some sort of adequate compromise de- 
pending upon their temperament. The rotund, plethoric, extraverted and dy- 
namic, with many interests, are accustomed to escape from their limitations in 
externalized activities. They refuse to stop going and minimize the aches and 
pains of age with alcohol, excessive smoking and eating, constantly being with 
and talking to others, and leaving no time for reflection. They lead strenuous, 
active, social lives and may suddenly drop dead with a coronary attack, or have 
cardiorenal complications and become less aware of life following a stroke or 
cerebrovascular accident. 

The quieter, thinner, more reflective or mental types are relatively introverted 
and studious. They are more content to be alone, but often lead lonely lives. 
They enjoy reading and, although tense at times, get some satisfaction through 
acquiring information. They are generally more temperate in eating and al- 
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coholic indulgences. They are more apt to die of tuberculosis or the complica- 
tions attendant upon gastric ulcer. Both types seem equally vulnerable to malig- 
nant neoplasms. 

The people who are happiest and most contented during retirement appear 
to live longer. They seem to exemplify a favorable combination of the types just 
described. They limit their activities sufficiently so that they do not overstrain 
themselves and become fatigued. They eat, drink and smoke moderately. They 
also read and study, but do not refrain from social contacts, and are more apt to 
impart their knowledge to others through research, writing and speaking. They 
may have a small business, store or farm and find it a source of emotional as 
well as financial remuneration. Then there will always be a few who will be con- 
tented loafers, despite the strictures of those more envious. 

Women. Physiologic activities and associated hormonal content of the body 
are possibly related to the increased longevity of women over men, but there 
are psychologic factors as well which exert at least some influence on the phi- 
losophy and the emotional composure of the female sex. With an ever-increasing 
number of women in industry, the problem of their retirement will become more 
urgent. For the present, whenever we think of retirement, we inevitably think 
of men. 

For the majority of women in the middle 60’s there is not the abrupt cessa- 
tion of their former activities, employment and interests that is so characteristic 
of the male population of the same age. For a man, the usual retirement age of 
65 is in the midst of the involutional period, whereas by this age the woman has 
usually weathered the storm of the menopause and is in an era of comparative 
emotional stability. Her biggest emotional and economic problem is how she 
will function in the future, as a widow. Usually more passive than the man, she 
may continue in the care of the household. If she is employed, her responsibilities 
are usually somewhat less exacting than those of her male associates, and this 
may allow her employers to be more content to permit her to work for a few 
more years. 

Until the modern emancipation of woman, she was better adjusted to the 
home, spent more time in it and functioned more comfortably within its walls. 
Her interests and activities there were something which she could continue, with 
possibly less expenditure of energy, indefinitely. She could continue to work, to 
sew and to read, with the added relaxation of friends in for tea or bridge. If she 
went out for social activities, they were apt to be in the daytime or the early 
evening hours. Formerly, she usually indulged moderately in alcoholic beverages, 
if at all, and smoking played an extremely minor role in her life; but she is now 
rapidly catching up and even surpassing the man in her daily social amenities 
and nocturnal exploits. 

The man has continued to be more strenuously conditioned to commercial 
or professional rivalry with his male associates. Even on weekends he usually 
spends less of his time in the home than does the female member of the family. 
He spends a comparatively greater amount of time on the golf course, the tennis 
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court, wading the trout stream or traveling to a convention. Even today, in 
order to survive, business or professional conventions require more rigorous basic 
training for the man than the woman. 

Home environment. When the man retires, his home will usually consume more 
of his time, but it will appear to him like an alien or entirely new environment. 
He will learn of activities there of which he was previously totally unaware. When 
he becomes comfortably seated with pipe and morning paper the noise of the 
vacuum cleaner will magnify the din of passing airplanes overhead, and dusting 
cloths will flicker in his face. He will even learn that he has become the hired 
man about the house. There will be errands to run, shopping tours, and things 
to bring from the cellar. He will be asked to help with washing the dishes, at 
least if the maid is out. In the afternoon, having long finished his paper, he will 
debate whether it is too hot to work in the garden or to go to a movie, while his 
wife relaxes in the shade with the current best-seller. 

The average business or professional man may have his trade weeklies or 
scientific journals but they lose their novelty and the necessity for interest on 
retirement. Formerly, paper work at the office and often in the evenings at home 
precluded the reading of books for relaxation or the development of new interests. 
Now that there is time for such pursuits, the retired man is not conditioned to 
take advantage of them. Other factors will intervene to disrupt the domestic 
harmony of the home, but enough have been enumerated to illustrate how divorce 
may ensue after what has objectively appeared as twenty or more years of happy 
married life. The retired male for the first time in his life may suddenly philander 
in pastures green or seek solace with ethereal spirits. With lack of interest and 
an external stimulus, despondency often ensues, leading to physical and men- 
tal disintegration. 

In preparing for retirement a certain amount of disillusionment must always 
be anticipated. In thinking of what gave enjoyment in youth and in contemplat- 
ing such enjoyments in the future, it is important to remember that the associates 
of those earlier years are no longer available. They have moved away, have be- 
come physically or possibly mentally inadequate, and may have died. The re- 
tired man’s own physical inadequacies may prevent his anticipated ability to 
stand the rigors of a northern winter or the humidity of a southern climate. 
Limitations of funds may inhibit travel in the style or to the extent to which he 
was previously accustomed. Compromises should be accepted gracefully. 

Medical science offers many mechanical contrivances, and perfected surgical 
procedures for the increasing infirmities of age, as well as antibiotics, vitamins 
and other medications. These are useful in prolonging life and making it more 
comfortable, but even here temperance is necessary. If such procedures are 
carried to the extreme, the retired aging individual may question the price of 
the victory. In such a frame of mind he may resent acting as a robot entangled 
with mechanical devices to preserve his sensory acuity, stimulate his metabolism 
and facilitate locomotion. He will not wish to be completely battle-scarred with 
repeated operations, nor will he enjoy feeling that he should employ an ac- 
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countant to keep track of his innumerable pills, liquids and injections. It re- 
quires courage, based on experience and knowledge of modern medical advances, 
for the physician to decide when to let nature take its course. 

The responsibilities and the obligations of retirement may sometimes seem more 
exacting than those of continued employment. The individual who retires will 
find that his associates will treat him in much the same manner as he treats 
them. If he is pleasant, genial and receptive to their interests, he will find that 
most people will have some interest in him and exchange cordiality in return; 
but if he is continually talking about himself, reminiscing repetitively about the 
“good old days,’ given to remorse and self-pity, is critical and disinterested in 
anything new, and contemptuous of youth, he will find himself looked upon as 
a complaining, contentious, irritable, grouchy old man, to be avoided whenever 
possible. 

There are many decisions and new adjustments. These are inevitable on re- 
tirement. It will be necessary to recognize limitations and live within them. It 
is important to avoid being suspicious, to preserve a sense of humor, to enjoy 
a joke on oneself, to avoid rationalizing regrets, to be intellectually alert, to 
continue studying as long as possible, and not to rest on one’s laurels. Sometimes 
regrets may be minimized, and the present better controlled, by not living in an 
environment cluttered up with too many souvenirs. 

It always contributes to an individual’s self-esteem to be able to make a favor- 
able impression on others, not only in terms of behavior but also in personal ap- 
pearance. Not to care how one looks only contributes to further withdrawal 
from the social scene, which leads to further introspection. Disregard for the 
feelings of others leads to unhealthy thinking. Many eccentricities are difficult 
or impossible of correction, but every person can keep his clothes pressed, his 
shoes shined, his fingernails clean, his hair properly cut and combed and his 
face cleanly shaven. It is important to dress neatly in accordance with the social 
conventions, but not necessarily too conservatively as a sign of old age. The older 
person should not retire exclusively to the fire-side but, at the proper times, should 
indulge in such recreation as television, solitaire, detective stories and the local 
newspaper, unless retrogression is more comfortable than endeavoring to main- 
tain the status quo. 

As regards imperative obligations on retirement, it will be necessary to decide 
whether to maintain as active an interest as previously in social, professional, 
business, religious, economic or political clubs, and societies. Problems arise as 
to whether to live with relatives; whether to remain in the present home or move 
to an apartment, hotel or a farm; whether to live in the present envionment or 
follow the crowd of a similar age-group to California or Florida; and, if so, 
whether to remain there or not. The insurance advisor presents the choice of 
accepting a lump sum or annuities from insurance policies. Social security and 
old age benefits necessitate careful consideration as to the economics of seeking 
new or part-time employment with remuneration, or of offering free service and 
time to community projects. 

Last and not least is the obligation not to return to annoy former associates 
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at the office, factory, church, courtroom or hospital, with criticisms and un- 
solicited advice. If any doubt arises about such actions, the retired person should 
remember that experience is the best teacher. 


DISCUSSION AND ILLUSTRATIVE MATERIAL 


Some retire gracefully and quietly, to the comfort of all; but others, unfortu- 
nately, retire reluctantly with a recrudescence of all the neurotic tensions of 
youth that were quiescent during an active middle age. The following 2 case 
presentations from the files of the New York Hospital—Westchester Division 
will illustrate these types of retirement reaction: 


Case I. A good example of the personality features leading to a successful retirement 
is afforded by the history of an 82-year-old widower, admitted to the hospital following 
a state of toxic delirium associated with an episode of congestive heart failure and digitalis 
intoxication. 

He came from long-lived, stable, sociable, thrifty, and respectable family stock. With a 
normal birth and subsequent development, he was a well-behaved, happy and bright child. 
Although usually at the head of his classes, his many interests soon lured him away from 
school into the business world, where he became a successful textile designer. Genial and 
well-liked, his duties necessitated frequent travel abroad, which contributed to his be- 
coming a member of historical, literary and social clubs. He was more ethical than formally 
religious, but he participated in church activities without becoming an affiliated member. 
His wife’s death, following an exemplary marriage, led to his living with his daughter. He 
retired voluntarily at the age of 52, fortified financially to give a more equitable amount 
of time to his many externalized avocations. 

A month-before admission, he consulted his physician, who prescribed the accustomed 
dosage of digitalis for moderate myocardial failure. Rapid improvement ensued. His previ- 
ous concern over difficulty in remembering familiar names was now magnified to an anxiety 
about his physical condition. He retreated to his bed. It may be inferred he failed to follow 
instructions about his digitalis medication, as he soon suffered from anorexia, associated 
with nausea and vomiting. Suddenly, in a state of delirium, all perceived objects were 
colored yellow, green or less frequently, purple, suggesting Withering’s original description 
of foxglove intoxication. 

Bouquets of flowers seemed wafted into the room and smoke seemed to issue from the 
portiers. Naturally apprehensive, he believed the walls of his room were falling down. He 
struggled to prevent his daughter being kidnapped. Later he recalled objects moving 
across the room, which he claimed even at the time to be figments of his imagination. 

After ten days in a receiving hospital his delirium had cleared sufficiently to permit 
entry into the Westchester Division as a voluntary patient. He was weak but there was 
no indication of cardiovascular insult. Evidence of chronic myocarditis prevailed, but 
there was no edema or suggestion of digitalis intoxication. Digitalis fortunately had been 
discontinued. Consistent with his age, there were beginning cataracts, artificial dentures 
and a well supported inguinal hernia. His sensorium was adequately clear. It enabled him 
to recognize slight lapses of memory, which he minimized as ‘‘natural to my age.” 

Genial and active, he was discharged after six weeks to attend to his financial affairs 
before leaving for his usual summer in New England. Six months later he wrote his physi- 
cian that he had had a good summer and was now settled for the winter in his New York 
home and was in his usual state of health. 

Cases of successful retirement are rarely called to the attention of the medical profession 
or the welfare worker. This patient would doubtless have escaped observation if, for an 
intercurrent illness, he had not had to enter a hospital where the staff members were inter- 
ested in the total personality of the patient as well as in the immediate psychopathologic 
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manifestations. This case history substantiates our premise that the factors which con- 
tribute to a successful retirement are a contented mind, financial security, reasonably good 
physical health and a circumscribed number of externalized interests maintained with 
adequate emotional control. | 

Case II. This case history concerns a man of 75, who retired reluctantly because of 
physical incapacity and in whom neurotic tensions subsequently developed. 

Although a good student in a comfortable economic and social environment, he left 
grade school at 14 to become closely associated with his father in business. Happily married 
at 21, he had little to disconcert him until his mother, who suffered with insomnia and 
migraine, was accidently drowned when he was 30. This left a lasting impression. 

He centered his interests and energies about his business and home, with few outside 
relaxations and no hobbies. He was meticulous, perfectionistic, industrious—all leading to 
business success. He remained temperate in his activities aside from his dynamic business 
ambition. In spite of his false pride he was optimistic, extroverted and well-liked, with a 
host of friends. 

When 52, he had his first coronary attack, followed by a second at 54, which made him 
reluctantly retire from his strenuous business pursuits. He became depressed and had self- 
depreciatory delusions, but was not suicidal and was not hospitalized. Restless on re- 
covery, at 57, he came out of retirement to found a very successful bank with his brother. 
His slowly increasing cardiovascular disease did not prevent a high level of efficiency. 

But age took its toll. For fifteen years before admission he suffered from intermittent 
but ever-increasing insomnia, augmented by a period of five years with migraine so serious 
as to require morphine injections. This was finally relieved by a mixture of codeine, pheno- 
barbital and Empirin. 

At 62 he underwent an uncomplicated cholecystectomy. When 72 he became depressed, 
fatigued easily, had many hypochondriacal complaints and a cancer phobia. A complete 
physical check-up at a general hospital revealed a small adenoma of the thyroid, myo- 
cardial disease and myocardial infarction, severe osteoarthritis of the cervical spine and a 
diverticulosis. Neoplasm was ruled out. His blood pressure was 188/96. On discharge he 
continued depressed and talked of suicide, in spite of three electric shock treatments. 
He was admitted to the Westchester Division on September 2, 1951, aged 73. 

He was agitated, hypochondriacal and required paraldehyde at first, for sleep. He often 
dozed during the daytime. His heart was slightly enlarged to the left, with a loud systolic 
murmur at the apex but there were no cardiac irregularities. The blood pressure averaged 
150-190/90-120. Dizzy spells were frequent. Electrocardiograms showed left heart strain 
of the mixed type and myocardial damage, but no evidence of coronary occlusion. Kidney 
function was fairly normal. He gradually improved following two series of electric shock 
treatments (a total of seven). All medication was stopped. He was discharged, much im- 
proved, May 29, 1952. The diagnosis was manic-depressive psychosis, mixed type. 

He still worried about insomnia, but returned to the bank. He retired as president and 
accepted the chairmanship of the board without being agitated or tense. He was fairly 
content for a year. About May 1, 1953, he: became again preoccupied with his body when 
examined by a local physician. Following a proctoscopy, he became agitated and depressed, 
and re-entered the Westchester Division on June 17, 1953, with a blood pressure range of 
178-200/96-108. 

The mental features now predominated over the physical. Physiologically there was 
little need for therapy aside from rest. Electrocardiograms did not show any recent pa- 
thology. The blood pressure maintained a level of 160/90, with proper rest. In spite of a 
persistent nocturia due to tension, an intravenous pyelogram did not show any functional 
inadequacy; yet, on two occasions, he had to be catheterized when his apprehensions and 
tensions produced pronounced contraction of the bladder sphincter. Reassuring psycho- 
therapy and rest soon effected adequate functioning. Once he had a definite cardiac spasm, 
but immediate and subsequent electrocardiograms showed no change. An electroencephalo- 
gram was normal. An incised infected bursa of the elbow was slow in healing, but for a time 
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drained off his anxieties about less essential matters. An inguinal hernia was firmly sup- 
ported with a truss. 

On readmission he required paraldehyde for sleep. He was agitated, depressed, sought 
constant attention, was querulous, constantly complaining, indecisive, and slightly con- 
fused in the evenings, but would become relaxed and friendly when his attention could be 
held and he was allowed to talk. He often dozed through the day to make up for his lack 
of sleep at night. He received five electric shock treatments shortly after admission in June 
1953; these gave prompt relief. He received three more six months later in December 1953, 
when his bursa had healed. All sedative medication was stopped. 

For the first time, he became more amenable to psychotherapy, and has continued thus 
to the present. He initiates interviews with complaints and questions. It soon becomes 
apparent that he is treating his physician as he had previously treated the junior executive 
of his company. As he talks he becomes more relaxed, and amiable, jokes, reminisces, and 
at the end of the interview is appreciative, grateful, and usually gives the physician a 
small gift of a cigar, candy or some small publication. This was a favorite procedure of 
his in the office. 

The interviews revealed that he had no sustained interest. He was waiting to die, as he 
expressed it. Nights he lay awake thinking of the past. If he went to sleep he was afraid 
he would never wake up, or he would awaken at the very hour of the night his brother 
had died in his arms with a cardiac attack. He made a close identification with his brother 
and also with his mother who was drowned. He had dreams of death and water; of being 
run over and cut to pieces by a subway train, but getting up and walking away; and of 
being on a submarine deck alone, when it was about to submerge. With some reluctance 
he showed his physician a diary disclosing his strict adherence to detail, which had made 
him a successful executive. Now that he was retired, the fixation was on himself rather 
than on his business. He kept an accurate record of his hours of sleep, of when his medi- 
cations were given, of the number of pills, the amount of liquid, of his bowel eliminations 
including the size and color, and of his daily activities. 

He is now sleeping better, has gained 10 pounds in weight and is contemplating leaving 
soon. He has taken up new projects with enthusiasm in the occupational therapy depart- 
ment, and has done well with his painting and metal work; but this enthusiasm soon wanes 
and he seeks a new interest. Through his wife, who has been the one person who could 
dominate him, he now shows a more sustained interest in making hooked rugs, but each 
gain is with a corresponding lack. On trips home he wants to go to movies or ball games, 
whereas his wife wants to have her friends in for bridge. His medications are now limited 
to Raudixin for vascular tension, aspirin for arthritis, and a weak solution of Neosynephrin 
for a nasal obstruction. He will continue under observation after discharge. 

This case illustrates what happens to an intense, emotional, neurotic but successful 
business man when he unwillingly retires. He still persists in visiting his office occasionally. 
With no other sustaining interest, he has more time to think of himself. He wants someone 
to entertain him or talk with him constantly, and is aware of numerous body tensions and 
fears them. This case also illustrates how frequently the aging identify themselves with 
departed relatives, especially in relation to their deaths. Therapy is difficult, necessitating 
knowledge of both physiology and psychology. 


CONCLUSION 


Perhaps the most optimistic note we can strike in regard to retirement is that 
there is always some way out of its intermingled mental and physical difficulties. 
These outlets or solutions bear a definite relationship to the degree of integra- 
tion of the retired person. At the highest level of integration there is a necessity 
for a healthy interest and, for many, a religious faith. The less stable or more 
severely tried person may unfortunately, as at other ages, seek relief in alcohol 
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or drugs; this only leads to a more rapid disintegration. Terminal senescence 
itself finally supplies unconsciousness and death, which is commonly not dreaded 
but considered a friend by those who have gradually felt that their lives have 
been completed. 
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POSTMENOPAUSAL BLEEDING* 
C. L. BUXTON, M.D. 


The Department of Obstetrics and Gynecology, Yale University Medical School, 
New Haven, Conn. 


Sources of bleeding from the female genital tract in postmenopausal patients 
are frequently difficult if not impossible to find, but the implications of unidenti- 
fied bleeding are so serious that every attempt must be made to reach a diagnosis. 
As Brewer and Miller have so aptly said, ‘Our concern is that a uterine or adnexal 
cancer is present until proved otherwise in every postmenopausal patient who 
has uterine bleeding.” 

Therefore a decision was made to review the data in all patients between 50 
and 70 years of age admitted to the Gynecology Service of the Sloane Hospital 
for Women in 1951 and 1952, in whom there was a diagnosis of unexplained 
vaginal bleeding. This immediately excluded those cases in which the cause of 
bleeding had already been identified, because the cases in which we were in- 
terested were those postmenopausal patients in whom the diagnosis was not ap- 
parent without further investigation, necessitating hospital admission. 

All postmenopausal patients under the age of 50 were excluded, because this 
group has been the subject of extensive studies elsewhere; furthermore, this 
audience is primarily interested in the problem as it involves geriatrics. Just at 
what age a person enters the geriatric group is a question to which we do not 
know the answer. In this study we did not include any patients over 50 years of 
age who were not at least one year past the menopause. 

The subject of postmenopausal bleeding has been treated extensively in the 
literature. Possibly the most recent articles are those of Brewer and Miller (1), 
who discuss the problem of postmenopausal uterine bleeding, and of Sutherland 
and McBride (2), who investigated postmenopausal bleeding associated with 
endometrial hyperplasia. The pertinent literature has been reviewed in both 
these publications and, therefore, will not be presented here. It is somewhat 
difficult to compare results in the various series of cases which have been reported, 
because, not only are the sources of the material considerably different, but the 
authors have approached this problem from entirely different points of view. 
The question motivating most of the investigations has been the relationship 
between postmenopausal bleeding and genital cancer. The incidence of genital 
malignancy in the presence of this presenting symptom has varied from 16 to 
87 per cent in the various series of cases reported. Obviously these cases must 
have been taken from different sources or selected in some way. 

Diagnosis. No matter how variable the percentage of malignancy may be, the 
approach both diagnostically and therapeutically must always be focused on 
the early diagnosis and treatment of possible malignancy. Because of this, a 
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patient complaining of postmenopausal bleeding, however slight, must be sub- 
jected to a thorough curettage of the uterus in addition to the more superficial 
examinations which can be carried out in the office. There are situations, un- 
questionably, in which hospital admission and curettage seem to be unneces- 
sarily expensive and radical inconveniences for identifying the source of a small 
amount of vaginal spotting, but it is only by this means that occult cancer of the 
cervix and corpus can be diagnosed. Cytologic diagnosis by means of Papani- 
colaou smear has a fairly high percentage of accuracy in cases of cervica) cancer, 
but with the endometrial type the percentage of accuracy in diagnosis is only 
about 75 to 80 per cent ; therefore any untoward symptoms, such as bleeding, must 
be further investigated. Furthermore, endometrial biopsy, although it can 
be carried out as an office procedure, is obviously an inadequate diagnostic tech- 
nique; the small biopsy curette may well miss an area of endometrial malignancy 
which would be detected by more thorough curettage. 

In this country especially, the prevalence of treatment of postmenopausal 
women with estrogens has caused serious confusion with regard to the problem 
of the etiology of postmenopausal bleeding. Curtis and Huffman (3) state that 
postmenopausal bleeding is probably more often ascribable to estrogen therapy 
than to all other causes combined. Indiscriminate estrogen therapy creates an 
artificial situation in the postmenopausal woman which may well result in suffi- 
cient endometrial proliferation to produce bleeding following the withdrawal of 
the exogenous stimulation, or even during the time of estrogen therapy if the 
latter is excessive. Endogenous estrogen very largely disappears from the circu- 
lation in the postmenopausal period and, therefore, its presence does not seem 
to be a physiologic necessity. It is probably inadvisable, therapeutically, to 
continue estrogen therapy for long periods of time in the postmenopausal 
woman. It is natural to assume that in an estrogen-treated patient, vaginal 
bleeding may be the result of estrogen therapy. On the other hand, this assump- 
tion is not unattended by risk because, as in any other patient, the bleeding may 
as well be due to cancer, and it is therefore just as necessary to submit this 
patient to curettage. The fact that, had she not been given estrogen, she might 
not have had any bleeding requiring the inconvenience and expense of curet- 
tage, only serves to emphasize the inadvisability of indiscriminate estrogen 
therapy in this age group. 


RESULTS 


Ninety-three patients in the years 1951 and 1952 were admitted to the 
Gynecology Service of the Sloane Hospital who were over 50 years of age and 
who had a chief complaint of unexplained vaginal bleeding. It must be empha- 
sized that this series included all cases of unexplained vaginal bleeding, regardless 
of whether or not there was an intra-uterine lesion. This is contrary to the se- 
lection of cases in some other series, in which only intra-uterine or cervical 
lesions were considered as an etiologic factor in bleeding. 

Table 1 shows the distribution of gynecologic diagnoses in the 93 patients with 
vaginal bleeding. It will be noticed that there was an unusually high percentage 
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TABLE 1 


Gynecologic Diagnoses in 93 Women over the Age of 50, With Chief Complaint 
of Postmenopausal Vaginal Bleeding 


Senile vaginitis 

Cervicitis 

Cervical polyp 

Atrophic endometrium 

Hyperplastic endometrium 

Endometrial polyp 

Carcinoma of corpus 

Fibromata uteri 

Unknown 


TABLE 2 


Distribution of Gynecologic Diagnoses by Age Groups in Women Over the Age of 50, With 
Chief Complaint of Postmenopausal Vaginal Bleeding 


53 
31 
12 
21 


117 


of cases in which no diagnosis was made. This occurred in spite of the fact that 
each of these patients received a thorough investigation, including at least one 
diagnostic curettage and cervical biopsy. This high percentage of undiagnosed 
cases is comparable to a similar fairly high percentage (36.5) in Brewer and 
Miller’s (1) series. Such bleeding may possibly have been due to a sudden ir- 
regular burst of endogenous estrogenic activity with the production of an un- 
expected but otherwise normal menstrual period, or to injudicious use of estrogens 
not mentioned by the patient when her history was taken. 

Another item of interest in Table 1 is the presence of only 10 identified carci- 
nomas in 93 patients, an incidence of slightly over 10 per cent. This is a smaller 
percentage than in the other series reported, probably for two reasons: 1) only 
undiagnosed cases of cervical cancer were considered, whereas most such cases 
are identified before admission, and 2) all types of vaginal as well as cervical 
and uterine bleeding were included, resulting in a relative decrease in the inci- 
dence of cervical and uterine cancer. 

Table 2 shows the distribution by age groups among the women with post- 
menopausal vaginal bleeding. Benign cervicitis was much less frequent over the 
age of 60; nevertheless the cervix apparently is always subject to infection, 
because infection was present in 3 patients between the ages of 67 and 70. 
Senile vaginitis, on the other hand, occurred in 1 patient who was only 56 years 
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of age and in 1 who was 58 years old; however, most cases of senile vaginitis 
occurred after the age of 65. Adenomatous endometrial hyperplasia was limited 
entirely to the 52-58 age period; if such hyperplasia is due to either endogenous 
or exogenous estrogen, this would seem to be a reasonable time in life for its 
occurrence. It is interesting that there were no diagnoses of granulosa-cell tumor 
of the ovary. This is undoubtedly explained by the fact that granulosa-cell 
tumors occur in considerably less than 1 per cent of all cases of postmenopausal 
bleeding; therefore, it is not surprising that no such tumor was found in this 
series of 93 cases. It is, however, a lesion which should definitely be considered, 
and any woman in the postmenopausal age group who demonstrates adenoma- 
tous endometrial hyperplasia should certainly be suspected of having a granu- 
losa-cell tumor. 

Eight cases of carcinoma of the corpus were diagnosed; all the patients were 
as old as 59, and 1 was 69. An unusual finding was the presence of two cervical 
carcinomas in patients aged 66 and 67 years, respectively. It is generally con- 
sidered that carcinoma of the cervix is a disease which occurs in younger women 
and it would be expected that in this series of women over 50 there would be 
fewer cases of carcinoma of the cervix than of the corpus. Contrary to ex- 
pectations, the only cases of carcinoma of the cervix occurred in women as old as 
66 and 67. It was impossible to say from the histories of these 2 patients how long 
the carcinomas had been present. Neither had been examined before admission 
to the Clinic, but both had been complaining of occasional vaginal spotting 
for less than a year. 

About 90 per cent of the cases of unexplained vaginal bleeding occurred be- 
fore the age of 55, and it therefore seems reasonable to assume that they were 
for the most part caused by a sudden unexplained burst of estrogenic activity. 
This type of case, however, is one that should be followed carefully. 


TREATMENT 


There should be an initial thorough investigation, including curettage. If it is 
impossible to find the source of the unexplained bleeding, the patient should be 
watched carefully, with frequent examinations and Papanicolaou smears. 
Estrogen therapy should be avoided and, if the patient is suffering from meno- 
pausal symptoms of hot flashes, she should be treated by sedation or occasional 
very small doses of testosterone. This is not the place to discuss the treatment 
of the menopause, but it may be said parenthetically that it should not be 
necessary to use estrogen therapy for menopausal symptoms very often in any 
patient and, if it is used, the therapy should not be prolonged. 

The treatment of the various other lesions which are listed in Table 1 will be 
discussed briefly. 

Senile vaginitis is due to the atrophy and vascular changes which occur in the 
vaginal mucous membrane, probably as a result of the cessation of estrogenic 
stimulation. The atrophic senile changes, which sometimes result in fissuring 
and bleeding, may therefore be appropriately treated by using small amounts 
of estrogen salve intravaginally for short periods of time. Only very small amounts 
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of estrogen are necessary to relieve this condition. Great care must be used to 
avoid overdosage, because estrogen is absorbed through the vaginal mucous 
membrane and may actually have systemic action if too much of the material is 
used. Various satisfactory commercial preparations of estrogens, such as estrone 
sulphate, or estradiol benzoate, are on the market. These salves may be used 
for a few days and their use repeated occasionally, if necessary, once every month 
or two. 

Cervicitis. In younger patients, after chronic cervicitis has been proved by 
biopsy to be non-malignant, it is usually adequately treated by either chemical 
or heat cauterization, and this therapy is also satisfactory in the older patient. 
Care must be used, however, to avoid over-extensive cauterization in tissues 
which are as devitalized as the genital tissues of the older woman. In these indi- 
viduals, chemical cauterization with silver nitrate is probably less traumatic 
than the use of the actual cautery. 

Cervical polyps. It must be remembered that in the presence of senile vaginitis, 
cervicitis or cervical polyps, there possibly may be the added factor of en- 
dometrial lesions from which bleeding may occur; so that even though the diag- 
nosis of cervical polyps be made, curettage should always be carried out as a 
precautionary measure. At the time of the curettage, any cervical polyps can be 
removed; if found to be benign on pathologic examination, no further treatment 
is necessary. 

Endometrial abnormalities. Curettage, as a rule, cures benign endometrial 
abnormalities which may possibly be a source of bleeding. The presence of hyper- 
plastic endometrium in an older woman, however, should always be viewed with 
a certain amount of concern, because it is abnormal for a postmenopausal woman 
to have enough circulating estrogen to produce this condition. As noted previ- 
ously, in patients of this age with hyperplastic endometrium, this condition often 
develops as a result of exogenous estrogen therapy. Should the patient be re- 
ceiving no estrogen therapy, she should be examined frequently, keeping in 
mind the possible development of a physiologically productive ovarian lesion, 
such as a granulosa-cell tumor. 

Carcinoma of the cervix and corpus uteri. This is not the place to discuss the 
therapy of carcinoma of the uterus. Suffice it to say that the treatment of this 
condition should be carried out in the hands of an experienced gynecologist 
who is trained in the use of radium and who is capable of performing a radical 
operation if necessary. 


SUMMARY 


A study has been made of 93 women between the ages of 50 and 70 years, 
who were admitted to the Gynecology Service of Sloane Hospital for Women in 
the years 1951 and 1952, and in whom there was a diagnosis of unexplained 
vaginal bleeding. Cases were excluded in which a definite etiologic factor had 
already been identified. 

The various diagnoses made in these cases, following thorough investigation, 
are listed. 


. 


812 Cc. L. BUXTON Vol. II 


The incidence of genital carcinoma in this group was smaller than that reported 
in other series, possibly because in the latter the diagnosis of carcinoma was 
frequently made before admission to the hospital, whereas in our series such 
patients were not included. 

The treatment of the various associated lesions is discussed. 
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SURGICAL TREATMENT OF CARDIAC VALVULAR STENOSIS 
JULIAN JOHNSON, M.D., D.Sc. (Mep.)* 


School of Medicine and Graduate School of Medicine, University of Pennsylvania, 
Philadelphia, Pennsylvania 


Although serious efforts were made toward the surgical treatment of mitral 
stenosis by Cutler and his associates (1) more than a quarter of a century ago, 
the operation was not generally accepted until the concept of opening the fused 
commissures rather than cutting away a portion of the valve was popularized 
by Bailey (2) and Harken (3). Since then great strides have been made in cardiac 
surgery, although much remains to be accomplished. All four valves have been 
operated upon because of stenosis, but the mitral valve is the most commonly 
involved, for it is most frequently affected by rheumatic heart disease. The 
aortic valve is the next most commonly involved, but the tricuspid is rarely 
attacked. Stenosis of the pulmonary valve is usually on a congenital basis. The 
valves will be discussed separately. 


MITRAL STENOSIS 


The selection of the patient for operation is of the greatest importance. This 
is generally a simple problem when the patient has “pure” mitral stenosis and 
severe symptoms. At times, however, there are certain other factors which may 
influence the decision. 

Age in itself is no contraindication to surgery. Although the risk of operation 
is higher in the older group, the risk of the disease is also higher as the age in- 
creases. In general, the risk of the operation must be measured against the risk 
of attempting to carry the patient along on a medical regimen. In determining 
the result of surgical intervention, the type of valve encountered is more im- 
portant than the age of the patient. In our own series, the oldest patient oper- 
ated upon (age 62) got one of the best results. 

The patient who cannot be brought out of “right heart failure” on a med*eal 
regimen is a desperate surgical risk. There is a real question as to whether such 
patients should be subjected to surgery. However, since operation offers the 
patient the only hope of improvement, it is difficult to deny him that hope. If 
the lesion seems to be a relatively pure mitral stenosis, the possibility of recovery 
is greater. 

One of the most difficult problems may be to determine whether the mitral 
lesion is primarily stenosis or regurgitation. We have found the angiocardiogram 
(4) to be helpful in this regard. In “‘pure” mitral stenosis the left atrium remains 
densely opacified for a long time, whereas the left ventricle is poorly opacified 
and small. In severe mitral regurgitation the left atrium and ventricle are equally 
opacified and the left ventricle is enlarged. Many patients with considerable 
mitral insufficiency have been greatly improved by the relief of some coexisting 
stenosis. 


* Professor of Surgery. 
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Disease of other valves complicating mitral stenosis is not a contraindication 
to operation but increases the risk. Significant regurgitation in the mitral valve 
or aortic valve decreases the likelihood of a favorable result. Stenosis of the aortic 
valve may be operated upon at the same time. Involvement of the tricuspid valve 
is sufficiently uncommon so that it is apt to be overlooked when it is present. 
Regurgitation in the pulmonary valve may be present due to dilatation of the 
pulmonary artery. This may disappear after mitral commissurotomy. 

Patients with mitral stenosis who have minimal symptoms are usually not 
operated upon. However, the operation has now reached a stage in its develop- 
ment which permits offering it to patients with hope of considerable benefit at 
low risk. We therefore recommend surgery to the patient with mitral stenosis 
causing left atrial enlargement and pulmonary congestion, even though the 
symptoms may not yet be severe. It is difficult to see the advantage of waiting 
until auricular fibrillation, embolization, cardiac enlargement and congestive 
failure develop. 


Operative technic 


The patient should be freed of as much excess fluid as possible by medical means before 
the operative procedure is undertaken. The judicious use of digitalis, mercurial diuretics 
and resins has been helpful. 

The most important factors during the anesthesia are to keep the patient in as light a 
plane as possible and to keep him well oxygenated. The actual anesthetic agent is probably 
not of great importance. 

The operation may be performed by way of either the lateral or the anterior approach. 
The lateral approach is more commonly used, since it gives better access to the auricle and 
offers the best chance of recovery if the auricle be torn. The anterior approach with the 
patient in the supine position is advised only in those who are desperately ill. Such patients 
often have a serious drop in blood pressure when turned on the side. 

The pericardium is usually opened at a point posterior to the phrenic nerve. A purse- 
string suture may then be placed around the auricular appendage. In most instances the 
auricular appendage is adequate for the insertion of the finger, and of the knife if needed. 
It is usually opened and allowed to bleed slightly, in order to provide for the escape of any 
blood clot which may be present. A non-crushing clamp is placed across the base of the 
appendage, and traction sutures inserted in the cut edge. The carotid arteries are occluded 
in the neck as the finger is inserted into the auricle, in the hope of minimizing the chances 
of cerebral emboli. 

With the finger in the auricle, first the characteristics of the mitral valve and the presence 
or absence of regurgitation are noted. An effort is then made to open the commissure by 
finger fracture. If this is impossible, a knife should be used. The anterior lateral commissure 
should be opened out to the myocardium. At times we have carried the incision into the 
myocardium, apparently to advantage. At present we prefer a flexible knife such as the 
Harken or Brock knife, rather than a rigid guillotine as advocated by Bailey. The Brock 
knife has been the most satisfactory in our hands for the posterior commissure. 

The auricular appendage should be closed with care. If a free ligature is used around 
the base, sutures should be placed so as to prevent the ligature from slipping. 

In some instances the auricular appendage may be almost completely obliterated and 
there is a very real danger of tearing the auricular wall as the finger is inserted. Curved 
Potts clamps have been very helpful in clamping the side of the auricle under such condi- 
tions. If the auricular wall is torn as the finger is inserted, it is probably best to keep the 
finger in the auricle to prevent bleeding while the tear is closed by suture. 

If a blood clot is present, and does not come out as the auricle is opened, there is a very 
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real danger of tearing part of it free as the finger is inserted. We attempt to insert the 
finger between the auricular wall and the blood clot, rather than to penetrate the clot. 


Postoperative care 


We do not hesitate to replace blood lost at the time of operation, but over- 
transfusion is a hazard. The administration of fluid during the postoperative 
period is carefully evaluated. 

Digitalis preparations and mercurial diuretics are useful during the postoper- 
ative period, especially when the patient was a poor risk initially or the valve 
could not be satisfactorily opened at operation. When the valve has been opened 
widely, the postoperative course is usually no great problem. 

The low-salt syndrome may result from the preoperative efforts to rid the body 
of excessive fluid. This becomes a problem only in the patient who is a very 
poor risk; in the average patient it can be avoided by relaxing the diet once the 
mitral stenosis has been released. 

We use heparin, starting forty-eight to seventy-two hours postoperatively, in 
an effort to prevent postoperative emboli. Pulmonary emboli have been fairly 
common in our series, but appear to have been the cause of death in only 2 
patients. There have been 7 major cerebral emboli at, or immediately after 
operation; 3 of these were fatal. Two fatal emboli occurred after the patients were 
discharged from the hospital. 


Results 


We have operated upon more than 200 patients for mitral stenosis, with an 
overall mortality of just under 10 per cent. The mortality was somewhat higher 
at the beginning of the series. The lowest mortality for any 100 consecutive 
operations was 6 per cent. With few exceptions the deaths have been in the 
desperate-risk group of patients. Unexpected deaths are apt to be due to embolic 
phenomena. 

The excellence of the result of operation depends almost entirely upon the 
type of valve found at operation and the surgeon’s ability to open it without 
producing regurgitation. Although many of the patients are not improved as 
much as we might desire, there can be no doubt that many of them are greatly 
improved, and most of them are somewhat improved. 

One hundred consecutive patients have been studied for a sufficient length of 
time to evaluate the operation. There were 6 hospital deaths and 3 delayed deaths. 
Of the 91 living patients, 43 have had excellent results, 42 have had moderately 
good results, and 6 have shown little, if any, improvement. 


AORTIC STENOSIS 


Although the operation for aortic stenosis is not as well established as that for 
mitral stenosis, considerable progress has been made. Efforts to use cutting instru- 
ments have probably not been as satisfactory as those attempting to tear open 
the fused commissures by a dilating instrument. Instruments have been devised 
to attack the valve through the left ventricle (5) as well as through the aorta 
(6). Our experience has been with the Bailey aortic dilator (5). 
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Selection of patients 


When a patient has aortic stenosis in conjunction with mitral stenosis, both 
should be corrected at the same time. In fact, the surgeon should fee! for a thrill 
in the aorta in every patient, during the procedure for mitral commissurotomy. 
If a thrill of high frequency is palpated, indicating a relatively tight stenosis, it 
should be corrected at that time. When the thrill is of low frequency the degree 
of stenosis may not be significant. Although the double operation must increase 
the risk over the mitral operation alone, these patients do well unless they are in 
desperate condition before operation. 

The patient with aortic stenosis, but without involvement of other valves, 
does not show “right heart failure’’ until very late in the course of his disease. 
The experience has been that such patients are desperate surgical risks. If the 
patient with isolated aortic stenosis is to undergo surgery, the operation should 
be performed when he becomes dyspneic or has angina on slight exertion and not 
delayed until ‘right heart failure” develops. Some surgeons feel that operation 
should be denied the patient who has had “right heart failure” on the basis of 
aortic stenosis alone, because of the high mortality. Time alone will tell whether 
this will be the final consensus. 


Operative technic 


Kither the anterior or lateral approach may be used. A fifth interspace incision is advised 
in either event. For the anterior approach the fourth and fifth costal cartilages are cut 
anteriorly. When both mitral and aortic stenosis are present, the mitral commissurotomy is 
performed first. 

A site is selected on the anterior wall of the left ventricle, relatively free of vessels, 
fairly close to the septum, and not too close to the apex. A triangular suture is placed around 
this site and attached to a Rommel tourniquet. A small hole is made in the myocardium and 
the beaded wire is inserted and passed up into the aorta. The incision in the ventricle is 
then enlarged and the instrument inserted. The head is passed over the wire through the 
aortic valve. With the head in place, as palpated through the aorta, the instrument is opened. 

Hemorrhage from the ventricle may be reduced by tightening the triangular suture. 
Great care must be taken not to tighten it too much, for fear of cutting through the 
myocardium. It is probably wise to have an arterial transfusion set up so that blood can be 
pumped in rapidly if necessary. As one finger is held over the wound in the myocardium, 
sutures are placed under it and tied. At times it may be necessary to tie the sutures over 
Oxycel gauze, to control bleeding. 

Ventricular fibrillation is the greatest danger; even if it does not occur, the heart may 
slow down to such an extent as to require assistance from the surgeon. Cardiac compression 
is apt to loosen the previously placed sutures and start the bleeding again. Because of the 
large size of the heart, satisfactory compression is difficult and, should fibrillation occur, 
electrical currents greater than normal are required for defibrillation (7). 

In the hope of avoiding ventricular fibrillation Fell (6) has devised an instrument to open 
the aortic valve by going through the aortic wall. Bailey has also used this approach, and it 
may become more widely used if the instrument can be sufficiently improved. 


Results 


In aortic stenosis the chances of surgical success are greatest when it is associ- 
ated with mitral stenosis. We have had only 1 death for 17 operations in this 
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group, probably due to the fact that the left ventricle is not so hypertrophic as 
in the heart with only aortic stenosis, and is less subject to arrhythmias. It may 
also be that with both valves involved, the aorta is not apt to be so badly dis- 
eased before the patient comes to operation. 

The risk of operation is considerably greater when the patient has only aortic 
valve disease. The patient with heart failure from aortic stenosis is much closer to 
the end of his rope than the patient with heart failure from mitral stenosis or from 
a combination of the two. Moreover, severe calcification of the aortic valve ap- 
pears to be much more common in the isolated lesion. 

We have operated upon 10 patients with isolated aortic stenosis, 7 of whom 
had right heart failure. Five of these patients died. In 4 of the 5 there was severe 
calcification of the aortic valve, with destruction of the commissures. Autopsy 
showed that the valves had been broken open, but the commissures were not 
recognizable in most instances. All of the fatalities were associated with arrhyth- 
mias at the time of operation, but in 2 instances calcific emboli apparently were 
the cause of death. When the valves were not calcified, the tear appeared to 
have been made through the previously existing commissure. 

The 5 patients with isolated aortic stenosis who survived have been materially 
improved. In the group with both mitral and aortic lesions it is difficult to know 
whether the improvement has been due to opening the mitral valve, the aortic 
valve, or both. Two of the surviving patients have been improved little, if any. 
In only 1 instance has the aortic regurgitation been materially increased. 


TRICUSPID STENOSIS 


If tricuspid stenosis is diagnosed, the valve may be opened in the same manner 
as in mitral stenosis. Tricuspid stenosis is probably always associated with other 
valvular lesions. If it is suspected, the diagnosis may be confirmed by the palpa- 
tion of a systolic thrill over the right ventricle at the time of operation. Our 
experience with it has been limited. Two patients died before the tricuspid con- 
dition could be relieved in the second stage of a two-stage operation for tri- 
valvular stenosis. A third poor-risk patient died following an attempt to correct 
all three valves in a one-stage procedure. 


PULMONARY VALVULAR STENOSIS 


Pulmonary valvular stenosis is almost always congenital. It may be an iso- 
lated lesion, in which event the patient is not cyanotic; or it may be associated 
with an auricular septal defect, in which event cyanosis is present. Occasionally 
it is present in a heart with the tetralogy of Fallot. The correction of this lesion 
by valvulotomy was first accomplished by Brock (8). 


Selection of patients 


With isolated pulmonary stenosis the only symptoms are apt to be a decreased 
tolerance to exercise. A systolic murmur and thrill are produced as the blood is 
forced through the constricted valve opening by the hypertrophied right ventricle. 
Cardiac catheterization shows a high right ventricular pressure and a low pulmo- 
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nary artery pressure. The urgency of operation may be judged by the level of the 
right ventricular pressure. A systolic pressure of 75 mm. of mercury or above in 
the right ventricle is probably an indication for operation, even though the 
symptoms may be mild. 

The patient with pulmonary stenosis and an interauricular septal defect is 
cyanotic. The degree of cyanosis is apt to be proportional to the degree of disa- 
bility suffered by the patient. It is most important not to confuse this condition 
with the tetralogy of Fallot, for which a shunt-type operation might be con- 
sidered. 

Since pulmonary valvular stenosis is a congenital lesion, it is most apt to 
require operation in childhood. However, not infrequently, such a patient may 
reach adult life before having trouble. 


Operative technic 


The insertion of a diamond-shaped knife blade through the wall of the right ventricle, 
in order to cut the pulmonary valve, was suggested by Brock (8). Potts (9) has improved 
this instrument by making the blades retractable; thus the hole which is made in the 
ventricle may be very small; a dilator with retractable blades is also used. Although many 
patients have been successfully operated upon by such methods, there has been considerable 
dissatisfaction with the completeness of the operation. These instruments were designed 
for use in children and are often not adequate for adults. For this reason Swann (10) has 
used exposure of the valve under hypothermia, so as to open it widely under direct vision. 
We believe that visual exposure of the valve is unnecessary and that adequate correction of 
the valvular stenosis may be accomplished by means of the small guillotine-type knife 
designed by Bailey for use on the mitral valve. The knives come in pairs. The right-sided 
knife may be inserted through a small incision in the right ventricular wall, pushed through 
the stenotic valve, and opened. As it is withdrawn and forced toward the right, the hook 
on the knife engages the valve. The valve may then be cut back to its base by closing the 
guillotine blade. The left side of the valve may be cut in like manner with the left-sided 
knife. The Potts knife is satisfactory in infants. In older children and adults it may be too 
small; therefore we recommend the guillotine-type knife. 


Results 


We have operated upon 15 cases of valvular pulmonary stenosis with or 
without an intra-auricular septal defect, with no deaths. The improvement in 
patients with an auricular septal defect was immediately apparent by the re- 
duction in cyanosis and the increased tolerance to exercise. In the case of the 
isolated lesion, the increase in the tolerance to exercise is the chief index of im- 
provement. The consensus is that by means of the Potts knife and dilator the 
pressure in the right ventricle can be reduced by at least half. We have reason 
to hope that with the guillotine-type knife the results will be even better. 

It should be pointed out that there is considerable room for error in the diag- 
nosis of valvular pulmonary stenosis. When pulmonary stenosis is an isolated 
lesion, it is apt to be valvular in type, and the pulmonary artery will be dilated 
distal to the valve. In some instances, cardiac catheterization may reveal an 
infundibular stenosis as well as the valvular one. The use of a catheter and 
manometer at the time of operation may be helpful in locating the site or sites of 
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stenosis. Pulmonary stenosis associated with a ventricular septal defect may also 
present a problem in diagnosis and treatment (11). 


SUMMARY 


1. Mitral stenosis may now be attacked surgically with a mortality rate 
of 5 per cent or below in good-risk patients, and an overall mortality in the 
neighborhood of 10 per cent. 

2. The patient who survives the operation for mitral stenosis has an 85 per cent 
chance for improvement, and about half that chance for marked improvement. 

3. Congenital pulmonary valvular stenosis may now be operated upon with 
minimal risk and the hope of major improvement. 

4. Aortic stenosis and mitral stenosis combined may be treated surgically 
with a reasonable mortality and the hope of major improvement, if regurgitation 
is no great problem in either valve. When the patient has aortic stenosis only, the 
risk of operation is high, especially if the patient has experienced severe heart 
failure. 
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PLASTIC SURGERY FOR SEVERE FACIAL PARALYSIS 
IN ELDERLY PATIENTS 


JAMES BARRETT BROWN, M.D. ann MINOT P. FRYER, M.D. 


The Department of Surgery, Plastic Surgery Service, Washington University School of 
Medicine, St. Louis, Missouri 


Facial nerve paralysis may have very distressing sequelae, chief among which 
are the lack of facial animation and the disfiguring sag of the cheeks, mouth and 
eyelids. Relief of this sag and some restoration of animation may be attained by 
anchoring strips of autogenous fascia lata to the tendon of the temporalis muscle 
and looping them through the drooping side of the face. This procedure may 
result in elevation of distorted features to practically normal position when 
the face is at rest. Eating, speaking, and other actions of the mouth are improved, 
and drooping of the lower eyelids and excessive tearing are lessened. In addition, 
the support given by this substitution of a fifth-nerve muscle for the paralyzed 
seventh-nerve muscles makes the face feel more confortable, and the small 
sears are not noticeable. 

Naturally, a complete return of function and emotional expression cannot be 
attained, and the action of the sound side of the face cannot be duplicated. 
Nevertheless, a worthwhile degree of muscle elevation and reanimation can be 
achieved, and there is marked subjective improvement. Objective improvement 
is possible, to the extent that others do not notice the paralysis when the face is 
at rest. There is no mass action or loss of function of other nerves, as may occur 
following nerve anastomosis. 

Obviously, every consideration should be given to nerve repair—by direct 
suture, transplant and graft—and each patient should be appraised by a neuro- 
logic surgeon, or by an otolaryngologist if the paralysis has followed surgery 
(e.g., mastoidectomy) or disease of the temporal bone. In the patients under 
discussion here, however, the paralysis and sagging of the face was of such long 
standing that nerve restoration had no practical application. 

This operation is indicated when there is permanent paralysis of the seventh 
nerve; when motor-nerve anastomosis is not possible or desirable; in temporary 
paralysis, to avoid overstretching of the paralyzed face and consequent. loss of 
tone, while waiting for spontaneous return of nerve function; or, for the same 
reason, after a motor-nerve suture or anastomosis has been performed. The 
procedure is also of proven value when used in combination with motor-nerve 
anastomosis. 

When paralysis is permanent, the operation may be undertaken at any time, 
but preferably before overstretching of the face occurs. In long-standing cases, 
even though the facial muscles are elevated by operation, the skin may still 
hang over the facial loops like the webbing in elevated venetian blinds. Re- 
moval of this excess skin may take place before, at the time of, or after the 
facial transplant. 
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Elderly patients with paralysis of long duration, involving excessive drooping 
of the eyelids, mouth and other features, have been found to respond to this 
operation. The present report is meant to dwell on the application of the method 
to these unfortunate patients. 


OPERATION 


Endotracheal anesthesia is preferable, but local block may be used (1). 

Through an incision 6 to 7 centimeters in length, long strips of fascia lata are 
removed just above the knee, with a Masson or other stripper. From the ilio- 
tibial band are taken three strips long enough to provide for a complete loop in 
the face anchored to the temporalis muscle or tendon. The incision is closed with- 
out suture of the fascia lata. A firm pressure dressing is applied from below the 
knee upward over the area of the removed fascia. No muscle herniation has 
been observed on our Service, following this procedure. There seems to be no 
reason to use less satisfactory material, such as preserved fascia, fascial homo- 
grafts, wire, synthetics, or kangaroo tendon. 

In the temporal region, above the hairline, a curved incision about 6 centi- 
meters long is made, exposing the temporalis fascia and tendon. This is shown in 
Figure 1, with the fascial loops in place. A strip of fascia lata is threaded into the 
eye of a long Sanders-Brown! fascia needle, the temporal incision is entered, 
the needle is run subcutaneously, and is brought out through a small stab wound 
across the philtrum. The other arm of this loop of fascia is brought up from the 
lip out through the incision in the temple at a different level, making the complete 
loop include a substantial portion of face. It is technically easier to pass the needle 
from above downward. By pulling the two ends of the loop of fascia back and 
forth in the temple wound, firmness and lip position are controlled. A second loop 
is then inserted (Fig. 1) beneath the angle of the mouth in the lower lip, but it 
is not necessary to try to encircle the mouth with a complete loop. An additional 
loop occasionally may be necessary for support of the lower eyelid (2). 

One limb of each fascial loop is anchored in the temporal muscle and fascia, 
close to the tendon, by carrying it through on a full-curved fascia needle with an 
enlarged eye®. This point of maximal temporal muscle excursion is selected to 
give the most pull on the fascial loops. Injury to the nerve supply of the tem- 
poralis is avoided by not detaching the tendon from the coronoid, or turning 
down temporal muscle flaps. The face is pulled up into a position of overcorrection 
by means of tension on the loops, the ends of which are tied with the first part 
of a surgeon’s knot and fixed with several small multiple-strand (Surgaloy) wire 
sutures. 

Careful closure of the wound is important. This is accomplished with deep fine 
silk sutures approximating the skin edges, and with similar sutures in the skin, 
placed close to the edges of the wound. The small wounds in the lips are closed 
in like manner. 

Excess facial skin may be removed along the margins of the wound at this time, 
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Fig. 1. Diagrammatic illustration of autogenous fascia-lata loops inserted to elevate 
paralyzed face (see Figs. 2 and 3). These loops are fixed in temporal muscle and tendon. 
They substitute for the lost seventh-nerve muscle action by providing fifth-nerve temporal 
muscle action. A separate loop through the sagging lower eyelid helps to hold it in contact 
with the globe. External canthoplasty makes the eye more comfortable and improves the 
appearance and function of the lid. 


but this procedure is preferably carried out separately, in order not to com- 
promise primary wound healing over the implanted fascia. If the face has drooped 
markedly over a long period of time following paralysis (Fig. 2), it is obvious 
that the excess skin will have to be removed. The need for this procedure is 
explained to the patient and the operation is carried out either before or after 
the fascial transplant. The nasolabial fold, especially in an elderly patient, is 
often an important facial landmark; therefore, an effort is made to try to pre- 
serve such a fold in alignment with the fold (at rest) on the sound side of the 
face. Of course, excessive laughing or frowning will show the evident difference 
between the two sides. Sometimes it is necessary to excise excess tissue in the 
upper eyelid and eyebrow, to relieve excessive sagging in these areas (3, 4). 
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Fig. 2. A. Complete facial paralysis of long duration with marked drooping of the side 
of face and persistently irritated eye. Patient unable to talk distinctly or eat comfortably. 
B. Result of elevation of paralyzed face with two loops of autogenous fascia lata an- 
chored to temporal muscle and fascia. The operation (one-stage) was combined with ex- 
ternal canthoplasty; nasolabial folds present; mouth and nose straight; eye comfortable. 


Mirror training helps the patient to attain balanced facial expression. The 
patient sits in front of a mirror for definite periods to practice elevating the para- 
lyzed side of the face, then matching this elevation on the normal side. The main 
problem usually is to avoid overaction of the sound side; a rather solemn expres- 
sion is usually a good basis for such facial exercises. The degree of movement 
obtained is the result of a closing action of the jaw, which is made in order to 
contract the temporal tendon; this action varies greatly with the individual. 
Chewing may also produce some movement. If the fifth nerve is paralyzed as 
well, there can be no movement, but elevation of the sag can still be accom- 
plished by fixation of the facial loops to the temporal fascia. This degree of relief 
will equal that obtained by other methods of support which depend on fixation 
of the strips to elements of bone and fascia that will not move. 

Eyelid sagging is improved by elevation and support of the face with the fascial 
loops, and by elevation and excision of the excess skin. Occasionally it is neces- 
sary to run a separate loop from the temporal fascia, through the lower eyelid 
and across to the frontalis region, in order to hold the lower lid in contact with 
the globe. This is performed with a full-curved fascia needle*. External cantho- 
plasty, however, is frequently carried out at the time of the fascial transplant. 
This gives support to the lower eyelid and makes the lid aperture about equal to 
that on the normal side (Fig. 2), thus providing very worthwhile comfort. The 
canthoplasty is performed as simply as possible by denuding the lid margins at 

*Storz Instrument Company, #6551. 
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Fic. 3. A. Complete peripheral paralysis, resulting in sagged face and eyelid. 

B. One month later. Result of one operation, elevating side of face with autogenous 
loops of fascia lata from corner of mouth to temporal tendon, and external canthoplasty. 
Expressive movement possible; flatness of face overcome; normal nasolabial fold and lid 
aperture. 


the outer canthus for 5 to 10 mm., but not removing the eyelashes. The open 
areas of both lids are approximated firmly with three fine sutures (Fig. 3). 

It is pointed out to the patient that he cannot have the normal blink-reflex 
protection and lubrication of his eyeball with a seventh nerve paralysis, but that 
he can substitute for these lost factors to some degree by frequently massaging 
his upper lid over his eyeball with his finger. This habit should not be too annoy- 
ing or noticeable, but it is apparently difficult to learn and to carry out. Some 
patients prefer to use a moist chamber for eyeball protection, but this is often 
quite cumbersome. Each patient with inability to protect his eye by blinking 
should be in touch with an opthalmologist to advise about the condition of the 
cornea. 

Sagging of the brow may be treated by extending the original temporal incision 
above the forehead, undermining the tissue down to the brow, elevating it, 
excising the excess skin, then reattaching the tissue to the scalp. The sag may 
also be elevated by separate elliptical excision of the excess skin. 

If there is plosis of the upper eyelid with coexistent facial nerve paralysis, the 
problem is difficult when levator shortening or extraocular muscle transplant 
cannot be carried out. The lid may be elevated by a loop from the fascia of 
temporal muscle, through the tarsal border across to the frontalis muscle on the 
opposite side. It is possible to achieve some elevation of the lid by training of 
this frontalis muscle on the opposite side. Permanent elevation of the eyelid is 
made possible by running a fascial loop from the paralyzed frontalis region to the 
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tarsal border, in order to get the lid above the pupil. However, with the ensuing 
inability to close the eye, there is a difficult problem in eye protection. 


SUMMARY 


Support of the paralyzed face can be accomplished by transplantation of loops 
of autogenous fascia lata, extending from the temporalis tendon to the angle 
of the mouth and to the upper lip. This operation may be performed in one stage, 
with about five days’ hospitalization. Some degree of motion and animation is 
possible and an improved balance of facial expression is achieved with training. 
The eye is made more comfortable by the elevation of facial muscles and by 
canthoplasty, or a separate fascial loop, although continued care and protection 
of the cornea are necessary. Distinct improvement may be obtained in speaking, 
acting, expression and appearance, and the procedure may be utilized to ad- 
vantage in elderly patients with paralyses of long duration and with excessive 
deformity. 
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Current Geriatric Literature 


TWO CASES OF WHIPPLE’S DISEASE. 
Bassler, A. Am. J. Digest. Dis. 21: 178 (July) 1954. 


Two cases are presented that clinically correspond to the description of lipodystrophy 
intestinalis. The condition seems to be an entity which can be diagnosed from the hepatico- 
biliary and pancreatic conditions in which steatorrhea occurs. The disease should be 
classified among chronic diarrheal conditions. The short gram-positive bacilli and the 
phage-like bodies in the stools may be of diagnostic value. The course of the disease in all 
50 cases reported in the literature and in these 2 patients was downward. A 59-year-old man 
was not benefited by vitamin K, folic acid, or liver extract. As in a 69-year-old woman, the 
anemia in these cases is benefited by whole blood transfusions, at least six transfusions of 
500 ec. each being required for the improvement to be apparent. 


SOME FACTORS OTHER THAN NEOPLASMS ALTERING THE PROSTATIC FRACTION OF 
ACID PHOSPHATASE IN THE SERUM. 

Bonner, C. D.; Homburger, F., and Fishman, W. H. Surg., Gynec. & Obst. 99: 
179 (Aug.) . 1954. 


Serum total acid-phosphatase and prostatic acid-phosphatase levels were determined in 
30 patients before, and one half hour, one hour, and two hours after a two-minute massage 
of the prostate or prostatic area. Twenty-two patients had no demonstrable malignant 
disease of the prostate, 5 had no prostates, and 3 had proved carcinoma of the prostate 
treated by estrogens. There was no abnormal elevation of the enzyme level in the 5 
prostatectomized patients, in 10 of 22 patients with nonmalignant prostate glands, and in 4 
patients studied after they were given enemas. An elevation of the serum prostatic acid- 
phosphatase into the abnormal range occurred in 12 of the 22 patients with nonmalignant 
prostate glands. Only 1 of these patients with a nonmalignant prostate gland concomitantly 
showed an abnormal elevation of the serum total acid-phosphatase. The prostatic fraction 
was elevated into the abnormal range in 3 of 18 patients after a ten-day course of 100 milli- 
grams of testosterone daily. When the sensitive Fishman-Lerner technique of measurement 
is used, caution is advised in interpreting elevated values for serum prostatic acid-phos- 
phatase obtained after prostatic manipulation or testosterone therapy. 


THE PROBLEM OF BILATERAL INDEPENDENT MAMMARY CARCINOMA. 
Guiss, L.W. Am. J. Surg. 88: 171 (July) 1954. 


Careful criteria for definition of bilateral independent mammary cancers must be ob- 
served. The true incidence of bilateral independent malignant breast neoplasms appears 
to be less than 5 per cent. Patients treated for bilateral independent mammary carcinoma 
have much better survival rates than those with unilateral lesions. If routine simple 
mastectomy of the uninvolved breast were added to the procedure of radical mastectomy 
for unilateral cancer, the clinical course of the patients would be favorably affected in less 
than 1 per cent of cases so treated. At the present time there appears to be no valid indica- 
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tion for ‘‘prophylactic’”’ simple mastectomy of the uninvolved breast. (Author’s conclu- 
sions.) 


CARCINOMA OF THE COLON AND RECTUM. 
Hallstrand, D. E. Surg., Gynec. & Obst. 99: 234 (Aug.) 1954. 


Two hundred and fifty-two cases of carcinoma of the colon or rectum, which were seen 
over a five-year period at the George F. Geisinger Memorial Hospital and Foss Clinic, have 
been reported. The average age of the patients was 60.92 years, there being 136 males and 
116 females. The most frequent symptoms and signs presented by these patients were 
weight loss (average, 20.33 pounds), pain, a palpable mass, melena, weakness, constipation, 
and diarrhea. The average duration of symptoms before a diagnosis was made was ap- 
parently 7.18 months, and there was an additional delay of 4.82 months before admission 
to the hospital for treatment. Sixty-eight and one-half per cent of all the carcinomas of the 
large bowel were found in the rectum, rectosigmoid, or sigmoid. The operability rate was 
55.24 per cent, but resection was also performed for palliation only in an additional 8.06 
per cent with extensive lesions. Surgical technique is referred to, and the point made that 
there is a trend toward one-stage open anastomosis without diversion of the fecal «*~e- ., 
except in case of obstruction. A preliminary report on five-year survival statistics cov. ang 
120 consecutive patients with carcinoma who were followed for the five years preceding 
June 1, 1953, is included. The over-all survival rate was 25 per cent, and the resectability 
survival rate was 42.86 per cent. The majority of deaths following operation occurred.in the 
first two years. Thirty-one and one-half per cent of the patients operated upon had some 
postoperative complications of varying degrees of seriousness. Approximately half were due 
to urinary retention, cystitis, and the ‘‘neurogenic bladder,’’ following excision of a rectal 
carcinoma. There was a total of 19 deaths in the entire series, or an over-all operative 
mortality rate of 8.79 per cent. Of the patients on whom resection was carried out, the 
mortality rate was 6.56 per cent. (Author’s summary.) 


ZUR THERAPIE DER GEDACHTNIS-SCHWACHE IM ALTER MIT GLUTAMINSAURE- 
GRANULAT HOMBURG (TREATMENT OF MEMORY DEFICIENCY IN THE ELDERLY 
WITH GLUTAMIC ACID GRANULES-HOMBURG). 

Kotsovsky, D. Therap. d. Gegenwart 93: 271 (July) 1954. 


Thirty men age 65 to 82 and 15 elderly women were divided into three similar groups, 
taking into consideration age, Kretschmer type, land of origin, previous occupation, intel- 
ligence, and present environment. Individuals in Group I received no medication, those in 
Group II one teaspoonful of glutamic acid granules dissolved in water once daily, and those 
in Group III a similar amount twice daily. Before medication, all test subjects were asked 
to recall as many memories as possible in certain periods of their lives. This was repeated 
at one, three, and five weeks during treatment, with care to see that the motive was not 
explained and that the individuals did not occupy themselves with such recollections in the 
intervals. Patients in Group III and most of those in Group II after three weeks abandoned 
their eccentricities, became less reticent, showed greater appetite, inclination to sociability 
and, in general, greater interest in the world. A patient who at first spoke slowly showed an 
inclination to querulousness, still noticeable after four months despite discontinuation of 
therapy. Results in women were similar to those in men. The need for communication grew 
stronger. Patients in Group III complained of lack of interest in current events by untreated 
patients. A typical logorrhea occurred in one patient in Group III. Fourteen days after 
discontinuation of medication the patient was still amiable and tolerable. Abdominal pain 
and diarrhea occurring in one patient were controlled with opium drops and did not 
recur during further medication. 
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ADRENALECTOMY FOR PROSTATIC CARCINOMA. 
Leberman, P. R.; Bogash, M.; Figueroa-Colon, J., and Bowers, J. E. J. Urol. 
72: 105 (Aug.) 1954. 


Total adrenalectomy was performed in 6 patients with prostatic carcinoma, 5 of whom 
had been castrated and had estrogen therapy. Four patients obtained subjective improve- 
ment and 3, temporary objective improvement. Two showed no response. Until more data 
are acquired, total adrenalectomy for prostatic carcinoma should remain an experimental 
procedure. 


PALINDROMIC RHEUMATISM WITH SPECIAL REFERENCE TO THE THERAPEUTIC 
RESULTS WITH GOLD AND ACTH. 
Lewitus, Z. Rheumatism 10: 70 (July) 1954. 


Sixteen cases of palindromic rheumatism are reported. Some cases showed pathologic 
and clinical features resembling those of hydrarthrosis intermittens and the syndromes 
described by Solis-Cohen and Kahlmeter. One patient was treated effectively with in- 
travenous gold injections and 2 patients experienced relief after intravenous ACTH therapy. 
(Author’s summary.) 


THE TREATMENT OF SMALL INTESTINAL FISTULA. 
MeKirdie, M. Am. J. Surg. 88: 23 (July) 1954. 


The morbidity and mortality rates from major small intestinal fistulae remain high. 
Patients with fistulae are often middle aged or older, with complicating diseases of other 
vital organs. As analysis of a series of cases shows surgical trauma often to be the cause of 
fistula, prophylaxis by proper surgical procedures is important. The primary factors in- 
fluencing the course of a fistula and the prognosis are the time element, the level of intestine 
involved, the adequacy of supportive measures, and the time of, and decision for surgery. 
The development of a small intestinal fistula is a surgical emergency requiring immediate 
institution of treatment. The prognosis is better in case of fistula of the terminal ileum than 
in fistula of higher segments of the intestine. Supportive measures—hydration, maintenance 
of electrolyte balance, nutritional aid, and the control of infection—must be adequate from 
the outset until stabilization is reached. In elderly patients depleted by age and physiologic 
stress, support with cortisone or ACTH is indicated. Testosterone promotes a positive 
nitrogen balance in those with marked loss of tissue. Most fistulae close spontaneously. 
Operative results in the series examined were poor compared with the results of nonopera- 
tive treatment. Operationshould be performed with the patient in the best possible condition, 
but undue delay in this attainment is unwarranted. The procedure chosen should accom- 
plish reversal of fluid and electrolyte loss, aid in sparing protein, and place the least strain 
on the general condition of the patient. Resection is preferable when feasible. Local excision 
with closure is unsatisfactory. 


ACUTE OBSTRUCTIONS OF THE COLON. 
Michel, M. L., Jr.; Thompson, C. T.; Reinstine, H. W., Jr.; Senter, R. R., and 
Dale, D. B. Ann. Surg. 139: 806 (June) 1954. 


Acute obstruction of the colon is an uncommon form of intestinal obstruction, which 
still carries a high mortality. The (usually advanced) age of the patients and the nature 
of the obstructing disease, which most often is carcinoma (volvulus, or diverticulitis) 
makes a large number of them poor surgical risks. A basic reason for the high mortality is 
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failure to regard obstruction of the colon as a clinical entity entirely distinct from acute 
obstruction of the small bowel. Therapeutic error can frequently be explained by this mis- 
conception. Diagnostic error, which is more frequent in malignant obstruction, could be 
avoided by more frequent and more accurate use of roentgenograms, particularly barium 
enemas. A second series of 97 acute obstructions of the large bowel is added to the 103 cases 
reported from two New Orleans hospitals in 1948. The more recent series carried a lower 
mortality than the first. Better results would be achieved in this condition if operation were 
performed more promptly, even when a precise clinical diagnosis could not be made, and if 
emergency surgery were limited to decompression of the bowel by the simplest method 
possible. Primary resection is only occasionally indicated, in very carefully selected cases 
of malignant obstruction. Conservative therapy is disastrous. (Authors’ summary.) 


LUMBAR SYMPATHECTOMY IN OLDER PATIENTS. 
Movius, H. J., I. California Med. 81: 23 (July) 1954. 


Forty-three patients aged 65 to 83 years with arteriosclerosis obliterans were treated by 
lumbar sympathectomy on one or both sides. Results were better than predicted by pre- 
operative response to sympathetic block. Evaluated six months to five and a half years 
after operation, 19 patients had a good result with absence of pain and with unrestricted 
activity; of these, 13 were able to work. Thirteen had a fair result with absence of pain and 
with limited activity. Four had a poor result without relief of pain or without ability for 
self-care. One death due to coronary artery thrombosis occurred postoperatively and 6 
deaths occurred later. Thirty-four patients considered the operation worthwhile. Twelve 
in whom unilateral sympathectomy had been performed, resulting in arrest of progression 
or relief of symptoms, requested sympathectomy for the other limb. Twenty-four could 
walk farther without claudication. Postoperative neuritis occurred in 29 patients in six 
to ten days and lasted from two weeks to eight months. Thrombophlebitis was noted in 2 
cases. This led to the administration of heparin in the last 18 patients in the series; no 
thrombophlebitis occurred in this group. 


ANESTHESIA FOR THE PATIENT WITH CARDIAC DISEASE. 
Pender, J. W. Wisconsin M. J. 63: 315 (June) 1954. 


Safety in anesthesia for cardiac patients is attained, first, by accurate diagnosis of 
pathologic changes. The condition of the arteries is more important in determining surgical 
risk than is elevation of blood pressure. Requirements for management during anesthesia 
in instances of coronary artery disease, arrhythmias, arteriovenous shunts of the heart and 
great vessels, and valvular defects are discussed. Skilled evaluation of cardiac reserve 
should follow diagnosis. Exercise tolerance gives a good estimation. Cardiac output can be 
determined by the cardiac catheterization or dye-dilution methods. Small doses of 
barbiturates are usually tolerated as pre-anesthetic medication. The ability of opiates to 
decrease tissue demands for oxygen makes moderate doses of morphine useful preceding 
anesthesia; slightly larger doses are required in cyanotic heart disease. Excessive stress 
should be avoided during anesthesia and operative procedures. Local anesthesia is desir- 
able but can be combined to good advantage with general anesthesia. Low spinal anesthesia 
is well tolerated by patients with moderate cardiac involvement in such operations as 
transurethral prostatic resection and vaginal hysterectomy. Selection of a specific an- 
esthetic agent or method is of little importance, although ethyl ether may sometimes be 
advantageous. General anesthesia should be light, with slow and quiet induction. Blood 
replacement is essential but should be kept slightly below blood loss. Vasopressors are 
seldom necessary. The indications for digitalis are not clear-cut but this drug may be used 
in progressive and severe tachycardia without evident cause, and when signs of cardiac 
decompensation appear. 
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GERIATRIC ENDOCRINOLOGY (EDITORIAL). 
Perloff, W. H. Pennsylvania M. J. 57: 544 (June) 1954. 


The processes of senescence resemble those in individuals deprived of their endocrine 
glands. Estrogen favorably affects conditions in elderly women with changes simulating 
those following castration—senile vulvovaginitis, anal and perineal pruritus, atrophy of 
the breasts and wrinkling of the skin. Especially when combined with androgen, estrogen 
reverses degenerative changes in osteoporosis and the spontaneous vertebral fractures often 
found in women amenorrheic for five years or more. Testosterone reverses deteriorative 
changes in elderly males with a negative balance of protein nitrogen, potassium, phos- 
phorus, and calcium. Lack of carcinogenicity of estrogens and androgens enables geriatric 
patients to obtain a larger measure of good health. Endocrine components in disorders of 
the elderly may be overlooked—for example, masked hyperthyroidism. Circulation time, 
usually increased in heart failure, is a neglected diagnostic aid. Radioiodine is the treat- 
ment of choice. Creeping hypothyroidism may be mistaken for the manifestations of sen- 
ility. Thyroid therapy in these cases is not contraindicated by angina or hypertension. 
Androgen simultaneously relieves the severity and frequency of anginal attacks. Proper 
diet corrects malnutrition and its resultant functional hypopituitarism. These patients 
require cortisone and androgen during acute illnesses and emergency operations. The 
management of Addison’s disease does not differ from that in younger individuals. 


OVARIAN CARCINOMA. RISK OF PRESERVING THE OVARY. 
Randall, C. L. Obst. & Gynec. 3: 491 (May) 1954. 


Reports of malignancies to the Department of Health in upstate New York during the 
past fourteen years were used to calculate the probability of development of ovarian 
carcinoma. The data suggest that in approximately 14 women out of 1,000 an ovarian 
neoplasm will develop after the age of 50; of these tumors, 8 will be malignant and 6 benign. 
The probability of the development of any malignancy decreases rapidly after the age of 50. 


PAPILLARY ADENOCARCINOMA OF THE KIDNEY WITH AORTOGRAPHY RESEMBLING 
HUGE RENAL CYST. 
Salvin, B. L., and Schloss, W. A. J. Urol. 72: 135 (Aug.) 1954. 


A 61-year-old man with a huge mass in the right kidney was subjected to complete 
urologic investigation, including aortography. A diagnosis of renal cyst was made, especi- 
ally because of the paucity of blood vessels supplying the mass. At operation, the mass 
proved to be an encapsulated papillary adenocarcinoma of the kidney with adherent fat 
infiltrated by tumor, as well as tumor beneath the pelvic mucosa. It was assumed that 
with the extensive and rapid growth of the tumor, massive necrosis and hemorrhage oc- 
curred. Lack of blood supply caused the arteriogram to give the appearance of a renal cyst 
rather than a neoplasm. This case emphasizes the need for excretory and retrograde uro- 
graphy, to rule out urologic disease in a patient with an abdominal mass. When there is a 
space-occupying lesion of the kidney, exploration is indicated. 


THE WALKING VENOUS PRESSURE TEST AND ITS USE IN PERIPHERAL VASCULAR 
DISEASE. 
Schneewind, J. H. Ann. Surg. 140: 137 (Aug.) 1954. 


This is a test of the adequacy of venous return. A normal curve shows a rapid, sustained 
fall during exercise with a quick return to pre-exercise levels. The curve in a patient with 
diseased veins (varicose veins, postphlebitic syndrome) shows slow, reduced or no decrease 
during exercise, and sometimes even a rise above resting levels; the return to pre- 
exercise levels is slow. In 1 case the test was of diagnostic value in revealing phlebothrom- 
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bosis. Despite evidence of damage to the deep veins, none of the patients in whom super- 
ficial incompetent varicosities were removed showed signs of increased venous insufficiency. 
In arteriosclerosis, the response to exercise resembled the normal pattern but there was no 
return to pre-exercise levels in 2 cases, and a slow return in 2 others among 6 patients. 
Following sympathectomy in 3 of these 6 patients, there was a striking increase in the post- 
exercise rise in venous pressure in 1 case, and improvement in 2. If similar results could be 
obtained in a larger series, they might give evidence of increased blood flow to the leg 
muscles following lumbar sympathectomy. 


SO-CALL “LIPOMELANOTIC RETICULOSIS’’ OF PAUTRIER-WORINGER. 
Schnyder, U. W., and Schirren, C.G. A.M.A. Arch. Dermat. & Syph. 70: 155 
(Aug.) 1954. 


Enlarged lymph nodes occurring in 7 patients with extensive skin affections (erythro- 
derma subsequent to contact eczema, erythroderma of unknown etiology, generalized 
recurrent contact eczema and generalized lichen ruber planus) underwent clinical and 
pathologic-anatomic investigation. The histologic picture of the lymph nodes showed a 
granulomatous reticulosis of the basic lymph tissue, with inclusions of fat and melanin. 
The changes were for the most part restricted to the cortex of the lymph node. A discussion 
of the histology and differential diagnosis from other granulomatous lymph node affections, 
and differences from giant follicular lymphoblastoma, in particular, are included. The 
authors’ opinion is that the changes are a result of a chronic unspecific reaction of the basic 
cortical lymph tissue to various inflammatory dermatoses. In support of Pautrier and 
Woringer, the authors also have labeled this lymph node affection, lipomelanotic reticulosis. 
(Authors’ summary.) 


CONTROL OF BLOOD PRESSURE BY COMBINED ACTION OF RESERPINE AND PENTA- 
PYRROLIDINIUM. 

Smirk, F. H.; Doyle, A. E., and McQueen, E. G. Lancet 2: 159 (July 24) 
1954. 


This combination of drugs provides better control over the blood pressure level in hyper- 
tensive patients than can be obtained with either substance alone. The dose of reserpine 
(to be discovered by adjustment) should be the highest dose with which the patient is 
comfortable, up to 0.5 mg. three times daily. Initially, a dose of 20 mg. of pentapyrrolid- 
inium is given twice daily and then 20 mg. added, first to each dose and then at longer 
intervals, until stabilization is reached. The object is to keep the dose at, or 20 mg. below 
the dose at which slight faintness occurs on standing. Addition of reserpine usually involves 
the use of smaller doses of pentapyrrolidinium. Thus the incidence of side effects from 
parasympathetic blockade is reduced. The use of the combination decreases the wide 
swings of blood pressure noted when methonium compounds are used alone. In most pa- 
tients, the regimen can be adjusted to give a more stable blood pressure within a range, the 
level of which can be controlled by adjusting the dose of pentapyrrolidinium. Methonium 
treatment has reduced the incidence of and recurrence of congestive heart failure and 
cardiac asthma. However, many patients after recovering their activity have died from 
strokes, the onset of the cerebral accident having been at a time when blood pressure was 
high. It remains to be seen whether a combination of drugs which lessens the swings of 
blood pressure will influence the incidence of major cerebral accidents. 


LONG-TERM ANTICOAGULANT THERAPY. FURTHER EXPERIENCES. 
Tulloch, J., and Wright, I.S. Circulation 9: 823 (June) 1954. 


It is concluded from a review of case records of 227 outpatients treated with antico- 
agulant drugs for four weeks or more that outpatient long-term anticoagulant therapy may 
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be instituted when adequate laboratory facilities are available. The patients included in 
this study were those with severe heart or vascular diseases, suffering from recurrent throm- 
boembolic complications. Properly controlled outpatient anticoagulant therapy is safe and 
will lessen the incidence of thromboembolic episodes. Complete protection cannot, how- 
ever, be assured. Thromboembolic incidents and hemorrhagic complications may occur in 
association with various levels of prothrombin time, thromboembolism being more likely 
when the prothrombin time is less than 20 seconds and hemorrhagic conditions when the 
prothrombin time is over 40 seconds. Minor trauma will induce local bleeding at any level 
of prolongation of the prothrombin time. Vitamins K and K;, are of value in treating such 
hemorrhagic complications. Operation may be undertaken in most instances, if the prothrom- 
bin time is temporarily lowered to about the normal level, although the danger of throm- 
boembolism accompanies this procedure. Anticoagulants are resumed on the first or second 
postoperative day. In the authors’ series, deaths occurring during the administration of 


anticoagulant drugs were seldom related to this therapy. One death occurred from hemor- 
rhage. 


SURGICAL MANAGEMENT OF THE AGED. 
Wolfson, A. Rocky Mountain M. J. 51: 505 (June) 1954. 


Surgical mortality in the aged can be reduced by recognizing and correcting physio- 
pathologie deficiencies prior to operation and by employing basic surgical principles. Hyper- 
tension, arteriosclerosis, and compensated heart disease do not contraindicate elective 
procedures in the properly managed patient. Preoperatively, deficiencies in fluid and elec- 
trolyte levels should be corrected with Darrow’s solution rather than with intravenous 
glucose or saline. Restoration of blood volume is imperative, as elderly patients with 
lowered blood volumes are susceptible to shock under minimum stress. Albuminuria and 
renal casts warn of the absence of renal reserve. In patients with poor cardiac and pul- 
monary reserve, potassium chloride orally and intravenously along with hypotonic saline is 
the treatment of choice preoperatively. Carbon dioxide retention in these patients causes a 
rise in the bicarbonate level, with a resultant shift in chloride and potassium out of the 
cells. Nutritional deficiencies, not made up orally, may be corrected by administration of 
nutrient through a plastic nasogastric tube. Desiccated thyroid and testosterone are useful 
in improving the nitrogen balance. The operative procedure should be performed as rapidly 
as possible, using an anesthetic that will avoid shock and prevent hypoxia and hypotension, 
and replacing blood loss as it occurs. Basic postoperative daily requirements are 500 cc. of 
physiologic saline, 3 grams of potassium chloride, 100 grams of glucose, vitamins, and 
2,500 ec. of fluids. Amounts of fluid lost by biliary, gastric, or other drainage are replaced 
with equivalent amounts of Darrow’s solution. The minimum acceptable urinary output 
should approach 1,000 ec. per twenty-four hours. 
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BOOK REVIEWS 


Receipt of the following books received for review is hereby acknowledged. We are 
glad to publish complete listings of all new books received but such listing must be 
regarded as a sufficient return for the courtesy of the sender. Books of particular 
interest will be reviewed in full, as time and space permit. Additional information 
in regard to all listed books will be gladly furnished upon request. 


THE CARE OF THE AGED. By Malford W. Thewlis, M.D., Director, Thewlis Clinic, and 
Consulting Physician, South County Hospital, Wakefield, R. I.; Founder and Permanent 
Secretary, American Geriatrics Society; Special Consultant, Rhode Island Department 
of Public Health. Cloth. $15.00. Pp. 832. Sixth edition, thoroughly revised with 155 
illustrations. The C. V. Mosby Company, St. Louis, 1954. 


Few people are better equipped than Doctor Thewlis to write on the subject of geriatric 
medicine. He is one of the outstanding pioneers in this important and ever-broadening 
field of medicine. 

The sixth edition of his book is almost completely rewritten and contains discussions on 
all of the modern advances in medical therapeutics since the fifth edition was published in 
1946. It is interesting to note that the first edition of this book appeared more than thirty- 
five years ago. Doctor Thewlis has consistently provided for the medical practitioner a 
standard textbook that covers all phases of problems that are likely to be encountered when 
treating the older age group of our population. His thorough understanding of the subject 
and his vast clinical experience in this field of medicine is revealed in this latest work. 

The history and bibliography of geriatrics used as an introduction to the main part of the 
book is particularly interesting. The book is divided into convenient chapters and is indexed 
in such a commendable manner that finding information on any particular subject is quite 
simplified. 

Although the book deals largely with the clinical aspects of geriatric medicine, it contains 
also many useful statistical data, as well as a philosophical discourse on the needs of the 
aged. 

Deserving commendation are the short chapters on training a geriatrician and the 
geriatrician himself. 

The book is written in Doctor Thewlis’ inimitable, easy-flowing style and is not only 
valuable as a standard reference work but makes for pleasurable reading as a result of the 
high quality of the writing. 

This edition is beautifully bound and is printed in clear, easily readable type on fine paper. 
The publishers have lived up to their long-established standards of quality in the production 
of this book. 


H. 
CRITERIA FOR RETIREMENT; A REPORT OF A NATIONAL CONFERENCE ON 

RETIREMENT OF OLDER WORKERS. Edited by Geneva Mathiasen, Secretary, 

National Committee on the Aging. Cloth. $3.50. Pp. 233. G. P. Putnam’s Sons, 2 West 

45th St., New York, 1953. 

This conference held in early 1952 under the joint sponsorship of The McGregor Fund and 
The National Committee on the Aging of the National Social Welfare Assembly was the 
first important national congress held in this country on the subject of retirement of the 
older worker. To this conference were invited some 70 teachers, business executives, per- 
sonnel directors, social welfare workers, government agency heads and many others in- 
terested in this important subject. Geneva Mathiasen is to be congratulated on the splendid 
job she has done in putting together in orderly sequence and very readable form the sub- 
stance of the discussions at the conference, which covered a period of three days. She has 
done a magnificent bit of editing. 
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The purpose of the conference was to discuss the broad question of the retirement of the 

worker and, in particular, to discuss the generally prevalent system of retiring workers 
when they reach a specific chronological age, without regard to their contributions in the 
past or state of fitness for continued work. 

In his foreword to the book, Doctor Frank J. Sladen, Chairman, Committee of Trustees 
of the McGregor Fund, states, ‘‘The premise agreed upon was that chronological age has 
not proved acceptable as a sole basis for retirement policy; that the purpose of the con- 
ference will be to explore what other and additional yardsticks there are or need to be de- 
veloped for determining how long and under what conditions older workers should continue 
in employment or be retired.” 

One gets the impression from reading the book and from personal discussion with some of 
the conference members that whereas they had hoped to accomplish no more than 
a thorough discussion of the entire problem, the conference in fact accomplished a great deal 
more than this. The book outlines thoroughly the problems involved and contains many 
pertinent suggestions for improving the retirement plans now in existence. Although this 
report is only the forerunner of many others to come, it is, nevertheless, of such importance 
to an understanding of this great problem as to make it required reading for all members 
of top management responsible for employee relations, and particularly for all personnel 
directors. 

To the latter two groups we particularly recommend a careful reading of the con- 
ference talk ‘‘“Some Guides for Re-thinking Retirement”’ (page 213, et seg.) given by Doctor 
Theodore Klumpp, president of one of the nation’s large and progressive pharmaceutical 
companies. Doctor Klumpp has given a great deal of time and attention to the problems of 
the older age group and he has a good many intelligent things to say about the retirement 
problem. 


E. H. 


FEELINGS AND EMOTIONS. By Lawrence K. Frank, formerly, Director, Caroline 


Zachry Institute of Human Development. Paper. $0.85. Pp.38. Doubleday and Company, 
Inc., 575 Madison Avenue, New York 22, 1954. 


In this book, the author offers a basis for resolving the confusions and contradictions 
about emotions which have arisen in part from our lack of understanding of man as an 
organism and a personality. In the light of recently gained knowledge of human functioning, 
personality development, and the role of emotions in all living, he reconsiders the subject of 
emotions, emphasizing their naturalness in human beings. First, he examines the mam- 
malian origin of emotions, interpreting them in terms of dynamic physiology (not psy- 
chology alone). He develops and elaborates the concept of homeostasis and makes use of 
the transactional approach in the analysis of his subject, thus integrating current trends in 
the clinical and biological fields with those in psychology. 

The author next traces the role of emotions in various stages of the individual’s develop- 
ment, particularly in the child’s early years and in the adolescent years. In thus reviewing 
genetic development he reformulates unconscious mechanisms, such as ‘“‘repression,”’ 
“‘displacement,”’ and “‘projection,”’ interpreting them as dynamic aspects of the function- 
ing of the organism. Here he makes clear the ways in which emotional experience is in- 
tegrated into personality. In the final two sections, Mr. Frank reconsiders the concepts of 


emotional maturation and emotional integrity, and discusses implications for living and 
for education. 


SYMPOSIUM ON PROBLEMS OF GERONTOLOGY, Nutrition Symposium Series, No. 
9. Edited by Robert S. Goodhart, M.D., Scientific Director, The National Vitamin Founda- 


tion, Inc. $2.50. Pp. 141. National Vitamin Foundation, Inc., 15 East 58th Street, New 
York, 1954. 


This attractive book brings together under one cover the proceedings of a symposium 
held under the auspices of The Johns Hopkins University, School of Hygiene and Public 


I 


li 
i 


December 1954 BOOK REVIEWS 835 


Health, and The National Vitamin Foundation, Inc., in New York City on March 2, 1954. 
The contributing authors are all distinguished by their many contributions to the scientific 
literature, particularly on the subject of aging. 

Although it is generally understood that nutrition and metabolism play extremely im- 
portant roles in the aging process, it has been difficult to find any correlated basic studies 
on the subject. 

Doctor Goodhart has aptly said, ‘“‘It cannot be overemphasized that knowledge and un- 
derstanding of the metabolic changes, both normal and abnormal, associated with aging 
are essential, if optimal health and maximal prolongation of the active, productive life- 
span is the goal desired. The symposium on which this volume is the proceedings represents 
an attempt to crystallize present concepts of aging and of the associated metabolic phe- 
nomena.”’ 

This book contains the following interesting and important papers: 

Some Physiological and Biochemical Aspects of Aging—N. W. Shock. 

Senescence as a Sequel to Adolescence—A. I. Lansing. 

Fat Metabolism, With Special Reference to Problems of Aging—H. J. Deuel, Jr. 

Protein Metabolism, With Particular Reference to Problems of Aging—C. 8S. Davidson. 

Vitamin B,. and Aging—B. F. Chow. 

Blood and Urine Vitamin Levels in the Aged—J. E. Kirk. 

Hemopoietic Factors with Reference to Aging—F. H. Bethell. 

The Hormones and Metabolism—C. N. H. Long. 

Endocrine Stress and Aging—D. J. Ingle. 

Special Nutritional Problems of the Aged—H. A. Rafsky. 

The book is highly recommended to workers in the field of geriatric medicine, as it con- 
tains much basic information on the fundamental problem of aging. 


E. H. 


WINE AS FOOD AND MEDICINE. By Salvatore P. Lucia, M.D., Sc.D., Professor of 
Medicine, University of California School of Medicine, San Francisco. Cloth. $3. Pp. 
149. Blakiston Company (division of Doubleday & Company, Inc.) , 575 Madison Avenue, 
New York 22, 1954. 


This books presents a scientific and well-documented argument for the use of wine, not 
only as a menstruum but as a food and medicament in its own right. Reporting on the 
historical and current uses of wine in heath and disease, Dr. Lucia achieves the separation 
of fact from folklore. He analyzes impartially those elements of wine and wine-partaking 
which lend themselves to scientific measurement, as well as giving attention to the psy- 
chotherapeutic effects, which can be measured only in terms of well-being. This careful in- 
vestigation thoroughly substantiates his point of view—that wine is a useful adjuvant in 
retaining health and a medical assistant in restoring health. 

Doctor Lucia is a delightful after-dinner speaker and this reviewer has had the pleasure 
of hearing him many times. On two of these occasions he spoke on the subject of wine and 
displayed his usual eloquence, with perhaps a bit of added warmth. 

Although this book is largely a scientific discussion on the use of wine in medicine and 
obviously is the result of much research by the author, there being more than 380 references, 
he does not omit the opportunity to mention the pleasure wine gives. 

An idea of Doctor Lucia’s charm as a writer may be gained from the last paragraph of the 
book: 

‘The elixirs of the grape are precious ammunition and offer a balm to the therapeutist 
whose genius can call upon them to brighten a dulled psyche, to cajole a wayward appetite, 
to pacify an overwrought bowel, to banish the foes of Hypnos, and to bring hope reminiscent 
of youth to the autumnal years of those enfeebled by the execrations of old age.”’ 


E. H. 


Books for review should be sent to Edward Henderson, M.D., Editor-in-Ch-ef, 236 
Midland Avenue, Montclair, New Jersey. 
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1955 ANNUAL MEETING 


AMERICAN GERIATRICS 
SOCIETY 


Hotel Roosevelt, New York City 
April 21 and 22, 1955 


ALL FELLOWS ARE URGED TO ATTEND THE ANNUAL MEETING. 
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Dicumarol as an anticoagulant in cardio- 
vascular disease, 719 
Diet: see also Nutrition 
— for the aging, 210 
— in duodenal ulcer, 422 
— in gout, 229 
— in mid-life, 139 
Digestive tract: see Gastro-intestinal tract 
Digitalis: see also Heart 
— in management of edema in the elderly, 
344 
Dihydrotestosterone: see Androgens, var- 
ious 
Diseases: see also specific disease 
— chronic, in the aging; a challenge, 210 
— major, of abdominal aorta, 179 
Drugs: see also under specific drug 
— addiction to; psychosurgery for, 456 
— deafness induced by, 386 
— vasodilator, in treatment of diabetic 
arteriosclerosis obliterans, 284 
Duodenum: see Gastro-intestinal tract 


Ear 
— deafness in older persons: diagnostic 
& etiol. considerations, 386 
— malignancy of, in older people, 480 
Edema: see also Heart; Vascular system 
— management of, in the elderly, 344 
— thrombophlebitic; treatment with hy- 
drocortisone, 753 
Editorials: 550, 619 
Editors and Editorial Board: see Journal of 
American Geriatrics Society 
Elastase activity in atherosclerosis, 640 
Elderly persons: see Age 
Embolus: see Vascular system; Heart 
Emphysema: see Lungs and bronchi 
Endocrine: see also Hormones; Steroids; and 
under specific endocrine glands 
— balance in mid-life, 139 
Endometrium: see Uterus 
Environment and the aging syndrome, 123 
Epilepsy: see Brain 


Epi 
Ess 
Est: 
Est 
Ku 
Ex 
ix 
1 
F 
I 
( 
( 
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Epithelioma: see Cancer, cutaneous: Skin 
Essentials for rehabilitation in the aged, 174 
Esters of testosterone: see Androgens 
Estrogens 
— diethylstilbestrol; effect on calcium 
tolerance test in osteoporosis, 19 
— imbalance of, in relation to uterine 
cancer, 553 
— in geriatrics, 86 
— use of, after the menopause, 627 
Eunuchoidism: see Testis, hypogonadism 
Ixercises: see Breathing; Physical medicine; 
Rehabilitation 
exposure 
— to cold; treatment of, 305 
— to sun; effect on skin, 535 
Kye 
— ocular complications of diabetes in 
older patients, 351 
— retina; detachment of; management, 66 
— senile cataract; problems in manage- 
- ment, 396 
— senile macular degeneration as com- 
mon cause of defective sight in the 
elderly, 193 


FACIAL paralysis: see Nervous system 
Foods: see also Diet; Nutrition 

— chemicals in, and composition of, 417 
Fractures: see Bones and joints 
Frostbite therapy, 305 


GALLBLADDER: see also Liver 
— surgery of, in older age group, 46 
Gangrene following frostbite; treatment, 
305 
Gastric: see Gastro-intestinal tract 
Gastro-intestinal tract 
— colon; submucosal lipoma of, 247 
— duodenal ulcer; hypoglycemia in rela- 
tion to, 422 
— effect of tobacco on, 274 
— gastric cancer; some aspects of the 
problem, 377 
— gastric mucosa; state of, in elderly 
persons without upper gastro-intes- 
tinal symptoms, 171 
— polyps vs. cancer of rectum and colon; 
sigmoidoscopic exam. for, 604 
—rectum & recto-sigmoid; adenocarci- 
noma of; morbidity & mortality after 
abdom.-perineal resection for, 450 
— sigmoidoscopic exams., periodic; im- 
.portance of, and methods for, 604 


— genetic factors in senile skin changes 
(xeroderma pigmentosum), 535 
Geriatrics: see also Gerontology; Age; 

Senile 
— American Geriatrics Society : see Amer- 
ican Geriatrics Society 
— body mechanics in, 429 
— cardiovascular surgery in, 529 
— cutaneous new growths of geriatric 
interest, 240 
— gentleness in, 650 
— geriatric aspects of primary endo- 
metrial cancer, 553 
— geriatric literature abstracts, 754, 826 
— geriatric medicine; symposium on; see 
American Geriatrics Society 
— geriatric patient; Adams-Stokes dis- 
ease in, 223 
— geriatric patient; bilat. hip injury 
successfully treated, 198 
— geriatric patient; criteria for feasibility 
of rehab. in, 739 
— geriatric patient; psychiatric therapy 
in, 655 
— geriatric surgical service; development 
of, 666 
— gerontology; societies, see Gerontology 
— introduction to, for senior med. stu- 
dents during OP assignment, 592 
— medical aspects of physical treatment 
in, 367 
— peripheral vascular disease in, 499 
— problems of; application of physical 
medicine and rehab. to, 569 
— rehabilitation in; pathophysiol. con- 
siderations, 574 
— steroid hormones in, 86 
Gerontological Congress, 3rd International 
— announcements of (program), 72, 136, 
201, 260, 329, 405 
— Research Comm. on Biol. & Med., 
American Division, 262, 330, 410 
Gerontological Society; 1954 annual meet- 
ing, 415 
Gerontology: see also Geriatrics 
— Bobst Pharmacal Award in, 72 
— Spanish Conference on, 72 
Glucose tolerance: see Carbohydrate metab- 
olism; Diabetes 
Goiter Association, American; 1954 annual 
meeting, 137 
Good health; maintenance of, in older 
people, 509 
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Gout; a summary of recent developments in 
therapy of, 229 
Graduate Symposium on Geriatric Medi- 
cine: see American Geriatrics Society 
Gynecology : see also Estrogens; Menopause; 
Ovary; Uterus 
— gynecologic problems in older women, 
434 


HANDICAPPED older worker: see also Re- 
habilitation 
— America’s need of, 203 
Head injuries: see also Brain 
— use of tracheotomy in, 321 
Heart: see also Vascular system 
— Adams-Stokes disease in the geriatric 
patient, 223 
— and arteries in mid-life, 139 
angina pectoris, intractable; treatment 
with I'*!, 288 
— cardiac & renal reserve in the aged, re 
operability, 781 
— cardiac failure as sequel of pulm. re- 
section for lung tumor, 440 
— cardiac status of geriatric patient; re- 
lation to rehabilitation, 739 
— cardiovascular disease; anticoagulants 
in, 719 
— eardiovascular disease; role of indus- 
trial physician in prevention of, 597 
— cardiovascular structures; roentgen 
diagnosis of degen. changes in, 772 
— cardiovascular surgery in geriatrics 
(coronary ischemia, cardiac aneu- 
rysm), 529 
— cardiovascular system; effect of smok- 
ing tobacco on, 270, 274, 278 
— cor pulmonale, chronic; management, 
335 
— disease; physical medicine in, 367 
— edema; management of, in the elderly, 
344 
— rehabilitation; pathophysiologic con- 
siderations, 574 
— valvular (mitral, aortic, tricuspid, pul- 
monary) stenosis; surgical treatment 
of, 813 
Hemiplegia: see Brain; Nervous system 
Hemorrhage: see Blood; Vascular system 
Heparin as an anticoagulant in CV disease, 
719 
Heredity and the aging syndrome, 123 
Herpes zoster: see also Nervous system 
— review; new method for treatment of 
postherpetic neuralgia, 726 
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Hip: see Bones and joints 
Hormones: see also Androgens; Estrogens; 
Endocrine; Steroids; and under various 
endocrine glands 
— effect on skin in senescence, 535 
— steroid; in geriatrics, 86 
— treatment with, in the aging, 509 
Hydralazine in the treatment of hyper- 
tension, 108 
Hydrocortisone in the treatment of throm- 
bophlebitic edema, 753 
Hyperglycemia; Hypoglycemia: see Carbo- 
hydrate metabolism; Diabetes 
Hyperlipemia: see Lipids 
Hypertension: see Vascular system 
Hypogonadism: see Testis, hypogonadism 


INDEX, author, to Volume II, 837 

Index, subject, to Volume II, 841 

Index, to advertisers (in each issue, July- 
December) 

Industrial physician; role of, in prevention 
of CV disease, 597 

Infections 

— chronic, as complications of diabetes, 
351 
— of genital tract in older women, 434 

Instructions to authors: see A.G.S. general 
information page, front ad. section 

International Gerontological Congress: see 

Gerontological Congress 

Intrinsic asthma: see Lungs and bronchi 

Involutional lung defect: see Lungs and 
bronchi 

Iodine, radioactive; fractional doses of, in 
treatment of intractable angina pec- 
toris, 288 

Irradiation: see Iodine, radioactive; Ra- 
dium; Roentgen-ray 


JOINTS: see Bones and joints: Arthritis 
Journal of the American Geriatrics Society 
— Contents of Volume II, iii 
— Editorials, 550, 619 
— Editors & Editorial Board: see edi- 
torial page, front ad. section 
— Indexes to Volume II 
— author, 843 
— subject, 
— instructions to authors: see A.G.S. 
general information, front ad. section 
— memorial issue (June) for Willard O. 
Thompson, 333-416 
— publication agreement with Am. Ther- 
apeutie Society, 269 
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— subscription data: see Contents page 
& information page, front ad. section 

— The American Therapeutic Society 
issue (May), 265-332 


KERATOSES: see Skin, growths 
17-Ketosteroids: see Steroids 
Kidney: see also Edema; Urinary bladder 
— renal and cardiac reserve in the aged, 
re operability, 781 


LABORATORY tests in the determination 
of operability in the aged, with 
special reference to nutrition, 786 

Laennec’s cirrhosis: see Liver 

Larynx; malignancy of, in older people, 480 

Later years; Latter half of life: see Age; 
Geriatrics; Senile 

Leg cramps, nocturnal; relief by Orthoxine 
in the aged, 736 

Library Association, Medical; 1954 annual 
meeting, 263 

Light; senile changes of skin, due to sun- 

light, 535 
Lipids 
— hyperlipemia & venoarterial lipid dif- 
ference (editorial), 550 
— lipoprotein vs. cholesterol assays; rela- 
tive merits in atherosclerosis, 146 
— of plasma, in atherosclerosis, 640 

Lipoma: see Tumors 

Lipoproteins: see Cholesterol; Lipids 

Lipotropic factors; treatment with, in the 
aging, 509 

Liver: see also Gallbladder 

— function, in determination of opera- 
bility in the aged, 786 
— hepatic cirrhosis; management of 
edema in, 344 
— Laennec’s cirrhosis; treatment of, 114 
Lungs and bronchi: see also Oxygen 
— asthma, intrinsic; bacterial allergy as 
cause of, 662 
chest, aging; roentgen observation of, 
772 
cor pulmonale, chronic; management 
335 
emphysema and the senile lung; invo- 
lutional lung defect, 581 
emphysema in the aged, 153 
geriatric pulmonary invalid; physical 
medicine in, 367 
— primary lung tumor in the aged; prob- 
lems of pulm. resection for, 440 
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— pulmonary emphysema, diffuse ob- 
structive; management of, 502 

— pulmonary emphysema treated by 
intermittent positive pressure breath- 
ing, 102 

— respiratory allergies and tobacco, 278 

— tobacco smoking; effects, 270, 274 278 


MALIGNANCY: see Cancer; Tumors 
Medical Library Association; 1954 annual 
meeting, 263 
Medical students; Schering Award for: see 
Schering 
Memorial issue of Journal (June)—Willard 
Owen Thompson, 332-416 
Méniére’s disease: see Deafness 
Menopause 
— age of onset of, related to endometrial 
eancer, 553 
older women; gynecologic problems, 
434 
postmenopausal bleeding; diff. diag- 
nosis; treatment, 807 
psychology of retirement in women, 
796 
— use of estrogen after, 627 
Mental: see also Brain 
— anxiety & depression in cancer patients 
relieved by d-amphetamine-amobar- 
bital, 600 
— mental illness; psychosurgery for, 456 
— psychiatric therapy in the geratric 
patient, 655 
— psychiatric treatment in osteoarthritis, 
519 
— psychology of retirement, 796 
— psychotic senile & arterioscler. pa- 
tients; oral Metrazol therapy in, 514 
Mercurials: see also Heart; Vascular system 
— in management of edema in the elderly, 
344 
Methylandrostenediol: see Androgens, vari- 
ous 
Metrazol therapy, oral, in psychotic senile 
& arterioscler. patients, 514 
Michigan, Univ. of; 1954 Workshop on 
Aging, 331 
Mitral stenosis: see also Heart 
— surgery of, 813 
Mortality, surgical: see also Surgery 
— postoperative, in the aged, 130 
Mouth; malignancy of, in older people, 480 
Mucosa, gastric; state of, in elderly persons 
without upper gastro-intestinal 
symptoms, 171 
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Muscle 
— musculo-skeletal status of geriatric 
patients; relation to rehabilitation, 
739 
— pathophysiol. considerations in rehab. 
of, 574 
— striated; effect of tobacco on, 274 


NATIONAL Society for Crippled Children 
& Adults; annual convention, 488 
Neoplasms: see Cancer; Tumors 
Nervous system: see also Brain; Mental 
— cranial nerve involvement in malig- 
nancy of ear, nose & throat, 480 
~ hemiplegia; pathophysiol. considera- 
tions in rehabilitation, 574 
— hemiplegic patient; physical medicine 
in, 367 
— herpes zoster; a review, 726 
— nerve deafness in older persons, 386 
- neuralgia, postherpetic; treated by 
segmental counterirritation, 726 


- neuralgia, trigeminal; diagnosis & 
management, 634 
~ neuralgia, trigeminal, in older age 


groups; surg. treatment of, 467 
— neurologic & psychologic status of 
geriatric patient; relation to reha- 
bilitation, 739 
neurologic residua of apoplexy; treat- 
ment with cortisone, 216 
— paralysis, facial, in the elderly; plastic 
surgery for, 820 
— tremor of parkinsonism; effect of oc- 
clusion of ant. choroidal artery on, 
691 
— tremor of parkinsonism; stereoen- 
cephalotomy in treatment of, 317 
Neuralgia: see Nervous system 
New growth: see Cancer; Tumors 
Nicotine: see Tobacco 
Nitrogen: see also Protein 
— balance; effect of androgens on, 26, 
293, 489 
Nose; malignancy of, in older people, 480 
Nutrition: see also Diet; Rehabilitation 
— in the aged; role in operability; lab. 
tests for, 786 
— simplified program for, in latter half 
of life, 417 


OBESITY: see also Diet; Nutrition 
— nutrition program for the elderly 
obese, 417 
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Obituary: Willard Owen Thompson, 333 
Officers of A.G.S.: see American Geriatrics 
Society 
Old persons: see Age 
Operability: see also Surgery 
— eardiac & renal reserve as related to, 
in the aged, 781 
— in the aged; lab. tests for, with special 
reference to nutrition, 786 
Opiates; in chr. cor pulmonale; danger of 
overdosage, 335 
Orthopedics: see Bones and joints; Surgery 
Orthoxine for relief of noct. leg cramps in 
the aged, 736 
Osteoarthritis: see 
Arthritis 
Osteoporosis: see Bones and joints 
Ovary: see also Estrogens; Menopause; 
Uterus 
— gynecologic problems in older women 
(including carcinoma), 434 
— pelvic cancer; 2 unusual cases, 324 
— postmenopausal bleeding; diff. diag- 
nosis; treatment, 807 
Overtreatment in the aged, 650 
Oxygen 
— by intermittent positive-pressure, in 
treatment of emphysema, 102, 153, 502 
— consumption in mid-life, 139 
— overdosage in chronic cor pulmonale; 
danger of, 335 


Bones and _ joints; 


PARALYSIS: see Nervous system 
Parkinson’s disease: see Brain; Nervous 
system 
Pathophysiologic considerations in geriatric 
rehabilitation, 574 
Patterns in aging, 371 
Pelvic cancer; 2 unusual cases, 324 
Pharmacology of tobacco; characteristics 
of cigarette smoke, 274 
Physical medicine: see also Rehabilitation 
—and rehabilitation; application to 
geriatric problems, 569 
— for the chronically ill, 75 
— in diffuse obstructive pulmonary em- 
physema, 502 
— in osteoarthritis, 519 
— medical aspects of, in geriatrics, 367 
Physician, industrial; role of in prevention 
of CV disease, 597 
Pipe-smoking: see Tobacco 
Pituitary; ACTH in treatment of gout, 229 
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Plasma: see Blood 
Plastic surgery: see Surgery 
Polyps of colon and rectum: see Gastro- 
intestinal tract 
Postmenopausal: see Age; Menopause 
Postoperative mortality in the aged, 130 
(see also Surgery) 
Potassium balance; effect of androgens on 
in the aging, 489 
Presbycusis: see Deafness 
Priscoline in treatment of diabetic arterio- 
sclerosis obliterans, 284 
Prostate 
— benign hypertrophy of, in diabetes, 351 
— benign hypertrophy of; management, 
400 
— prostatectomy, subtotal, in 617 pa- 
tients; incidence of cancer & second- 
ary ops. following, 524 
Protein: see also Nitrogen 
— anabolic effect of certain testosterone 
esters, 293 
— deficiency; role in operability in the 
aged, 786 
— diet, in management of duodenal ulcer, 
422 
Pruritis: see Skin 
Pulmonary: see also Lungs and bronchi 
— cor pulmonale: see Heart 
— pulmonary valvular stenosis; surgery 
of, 813 
Psychiatric: see also Brain; Mental 
— therapy in the geriatric patient, 655 
Psychogenic deafness: see Deafness 
Psychology: see also Brain; Mental 
— of retirement, 796 
Psychoses: see also Brain; Mental 
— psychotic senile & arteriosclerotic 
patients: oral Metrazol therapy in, 
514 
Psychosurgery in older people, 456 
Publication agreement with Am. Thera- 
peutic Society, 269 


RADIOACTIVE iodine: see Iodine 
Radium therapy in treatment of unusual 
pelvic cancer, 324 


Rauwolfia derivatives in treatment of 


hypertension, 108 

Recent advances: in gout, 229; in surgery, 
299 

Rectum: see Gastro-intestinal tract 
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Regitine in treatment of diabetic arterio- 
sclerosis obliterans, 284 
Rehabilitation: see also Physical medicine 
— application to geriatric problems, 569 
— aural, in older persons, 386 
— body mechanics in geriatrics, 429 
— criteria for feasibility of, in geriatric 
patient, 739 
— essentials for, in the aged, 174 
— following operation for benign prostatic 
hypertrophy, 400 
— for the chronically ill, 75 
— geriatric; pathophysiol. considerations 
in, 574 
— handicapped older worker; America’s 
need of, 203 
— medical aspects of, 367 
— of geriatric patient with peripheral 
vascular disease, 499 
— on a geriatric surgical service, 666 
— patterns in aging, 371 
— postsurgical; more prompt and com- 
plete, 299 
— role of cortisone therapy in, after 
apoplectic stroke, 216 
Renal: see Kidney; Urinary bladder 
Research; challenge of aging, 210 
Research Committee on Biology & Medi- 
cine: see Gerontological Congress 
Respiratory disease: see Lungs and bronchi; 
Oxygen 
Retina: see Eye 
Retirement: see also Rehabilitation 
— and the retirement age (editorial), 619 
— psychology of, 796 
Reviews & register of books: 74, 416, 487, 
626, 833 
Roentgen ray 
— arteriographic anatomy of ant. cho- 
roidal artery in parkinsonism, 691 
— in study of emphysema, 153 
— in treatment of unusual pelvic cancer, 
324 
— observations of the aging chest, 772 
— routine chest examination; importance 
of, in the aged, 39 
— supervoltage; in treatment of cancer 
of bladder, 251 
— therapy of cutaneous cancer, in the 
elderly, 678 
— therapy of endometrial cancer, 553 
Roniacol in treatment of diabetic arterio- 
sclerosis obliterans, 284 
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SCHERING 
— announcement of 1954 Award for Med- 
ical Students, 332; winners, 415 
Schweitzer, Albert; tribute to, 768 
Sebaceous adenoma: see Skin, growths 
Seborrheic keratoses: see Skin, growths 
Segmental counterirritation in treatment 
of postherpetic neuralgia, 726 
Senile: see also Age; Geriatrics 
— angiomata: see Skin, growths 
— cataract: see Eye 
— changes of the skin in man, 535 
— dementia: see Brain; Mental 
— keratoses: see Skin, growths 
— lung, and emphysema, 581 
— macular degen. in the elderly, 193 
— psychotic «& arterioscler. patients; 
oral Metrazol therapy in, 514 
— sebaceous adenoma: see Skin, growths 
Senior medical students; introduction to 
geriatrics for, 592 
Serum: see Blood 
Service, surgical: see Surgery 


Sigmoid & sigmoidoscopic exams.: see 
Gastro-intestinal tract 
Skin 
— cutaneous malignancy in the elderly, 
678 


— cutaneous new growths of geriatric 
interest, 240 
— senile changes of, 535 
Smoking: see Tobacco 
Sodium 
— chloride balance; effect of androgens 
on in the aging, 489 


— chloride, hypertonic; paravertebral 
injections of, for postherpetic neural- 
gia, 726 


~— dietary, in management of edema in 
the elderly, 344 (see also Heart, 
disease) 
Spanish Conference on Gerontology, 72 
Stanolone: see Androgens, various 
Stereoencephalotomy in treatment of par- 
kinsonian tremor, 317 
Steroids 
— adrenal: see Adrenal 
— androgens: see Androgens 
— estrogens see Estrogens 
— 17-KS? effect of androgens on, in the 
aging, 489 
— 17-KS excretion, as affected by tes- 
tosterone esters, 293 
steroid hormones in geriatrics, 86 
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— steroid studies; androstanolone in the 
aged, 26 
— treatment with, in the aging, 509 
Stomach: see Gastro-intestinal tract 
Stress, and the aging syndrome, 123 
Stroke: see Brain 
Students 
— medical; Schering Award for, 
winners, 415 
— senior medical; introduction to geri- 
atries for, 592 
Subject index to Volume II, 841 
Submucosal lipoma; see Gastro-intestinal 
tract 
Sugar (glucose) tolerance: see Carbohydrate 
metabolism; Diabetes 
Sunlight; effect on skin, 535 
Supervoltage x-rays in treatment of cancer 
of bladder, 251 
Surgery 
— abdomino-perineal resection for can- 
cer, in the elderly; morbidity & 
mortality, 450 
— aged surgical patient; principles in 
management of, 32 
— and anticoagulant therapy in CV dis- 
ease, 719 
— cardiovascular, in geriatrics, 529 
— for detachment of retina, 66 
— for frostbite, 305 
— for major diseases of abdominal aorta, 
179 
— for osteoarthritis, 519; of hip, 673 
— for trigeminal neuralgia, 634 
— in treatment of endometrial cancer, 
553 
— in two unusual cases of pelvic cancer, 
324 
— of abdominal aorta, arterial & cardiac 
aneurysms, 529 
— of benign prostatic hypertrophy, 400 
— of bilateral hip injury in geriatric 
patient, 198 
— of bladder disease in the aged, 746 
— of diffuse obstructive pulmonary 
emphysema, 502 
— of fractures, in the elderly, 613 
— of gallbladder, in older patients, 46 
— of gastric cancer, 377 
— of senile cataract, 396 
— of submucosal lipoma of colon, 247 
— of trigeminal neuralgia in older age 
groups, 467 
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operability; cardiac & renal reserve 
as related to, in the aged, 781 
operability in the aged; lab. tests for; 
special reference to nutrition, 786 
plastic, for severe facial paralysis in 
elderly patients, 820 
- postoperafive mortality in the aged, 
130 
— psychosurgery in older people, 456 
pulmonary resection for primary lung 
tumor; problems of, in the aged, 440 
recent advances in; effect on mortality 
& morbidity, 299 
restitutive, of hip joint; its evolution, 
56 
stereoencephalotomy in treatment of 
parkinsonian tremor, 317 
subtotal prostatectomy; incidence of 
cancer & secondary operations follow- 
ing, 524 
surgical alleviation of parkinsonism by 
occlusion of ant. choroidal artery, 691 
surgical service, geriatric; develop- 
ment of, 666 
— surgical treatment for cardiac valvular 
stenosis, 813 
— surgical treatment for 
ischemia, 529 
— tracheotomy; use of, in critically ill 
patient, 321 
Surgical: see Surgery 
Symposium, Graduate, on Geriatric Medi- 
cine: see American Geriatrics Society 
Syndrome, aging, 123 
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TEMPERATURE: see Cold; Frostbite 
Testis: see also Androgens; Prostate 
— hypogonadism (eunuchoidism); effect 
of certain testosterone esters in, 293 
Testosterone and esters: see Androgens 
Tests 
— Blatt-Nantz test for bacterial allergy, 
662 
— ealcium tolerance test, in senile osteo- 
porosis, 19 
— laberatory, for determination of opera- 
bility in the aged, with special refer- 
ence to nutrition, 786 
‘Thompson, Willard O. 
— memorial issue of Journal (June) 
333-416 
— obituary, 333 
Throat; malignancy of, in older people, 480 
Thrombus: see Vascular system 
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Thyroid 
— Goiter Assoc., 
meeting, 137 
— uptake of I'*' by, in intractable angina 
pectoris treated with I'*! (hypo- 
thyroidism), 288 
Tobacco 
— allergic response to, 278 
— pharmacology of, 274 
— smoking; effect on CV system, 270 
— smoking; effect on frostbite lesions, 305 
Tracheotomy; use of, in critically ill pa- 
tient, 321 
Tremor: see also Brain; Nervous system 
— parkinsonian; alleviation by occlusion 
of ant. choroidal artery, 691 
— parkinsonian; stereoencephalotomy in 
treatment of, 317 
Tribute to Albert Schweitzer, 768 
Tricuspid stenosis: see also Heart 
— surgery of, 813 
Trigeminal neuralgia: see Nervous system 
Tumors: see also Cancer; and under specific 
organ involved 
adenoma, senile sebaceous, 535 
benign, cutaneous, in elderly people, 
678 
benign hypertrophy of prostate; man- 
agement, 400 
benign hypertrophy of prostate; sub- 
total resection; incidence of cancer 
& secondary ops. following, 524 
gynecologic, in women with post- 
menopausal bleeding, 807 
intracranial: see Brain 
lipoma, submucosal, of colon, 247 
new growths, cutaneous, of geriatric 
interest, 240 
of the bladder in the aged; diagnosis 
and treatment, 746 
of ear, nose & throat, in older people, 
480 
of lung; importance of routine x-ray 
exam. of chest for, 39 
of lung, primary, in the aged; pul- 
monary resection for, 440 


American; annual 


ULCER 
— duodenal, gastric, peptic: see Gastro- 
intestinal tract 
— of bladder: see Urinary bladder 
— varicose: see Vascular system, diseases 
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Urinary bladder: see also Kidney 
— cancer of; supervoltage x-ray treat- 
ment for, 251 
— cystitis, 450, 746 
— diseases of, in the aged; diagnosis and 
treatment, 746 
— urological complications in elderly, 
after abdom.-perineal resection for 
cancer of rectum, 450 
Urine: see Kidney; Urinary bladder; and 
under specific element or disease in- 
volved 
Urological complications: see Kidney; 
Urinary bladder 
Uterus and vagina: see also Estrogens; 
Menopause; Ovary 
— eancer of; relation of estrogen therapy 
to, 553, 627 
— cancer of; two unusual cases, 324 
— diseases of, in older women, 434 
— postmenopausal bleeding; diff. diag- 
nosis; treatment, 807 
— vaginitis, atrophic; treatment of, 434, 
807 


VAGINA: see Uterus and vagina 
Valvular stenosis: see Heart 
Vitamin 
— B complex; treatment with, in the 
aging, 509 
— K, in counteracting effects of antico- 
agulants, 719 
Vascular system: see also Heart 
— abdominal aorta; major diseases of, 
179 
— aneurysm, intracranial; diff. diag. vs. 
trigeminal neuralgia, 634 
— aneurysm of abdominal aorta, 179 
— anterior choroidal artery; arterio- 
graphic anatomy; effect of oéclusion 
of, in parkinsonism, 691 
— anticoagulants in CV disease, 719 
— antithrombotic therapy in frostbite, 
305 
— arteriosclerotic & psychotic patients, 
senile; oral Metrazol therapy in, 514 
— Arteriosclerosis; Am. Society for 
Study of; annual meeting, 689 
— arteriosclerosis, cerebral, 1 
— arteriosclerosis obliterans, diabetic; 
vasodilator drugs in treatment of, 284 
arteriosclerosis of abdom. aorta, 179 
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arteriosclerosis; psychiatric therapy in, 

655 

— arteries and heart in mid-life, 139 

— atherosclerosis as complication of 
diabetes, 351 

— atherosclerosis; biochemical aspects of, 
640 

— atherosclerosis, cerebral, 1 

— atherosclerosis; relative merits of 
lipoprotein & cholesterol assays in, 
146 

— bleeding, postmenopausal, 807 

— cardiac & renal reserve, re operability 
in the aged, 781 

— cardiovascular disease; anticoagulants 
in treatment of, 719 

— cardiovascular disease; role of indus- 
trial physician in prevention of, 597 

— cardiovascular structures; roentgen 
diagnosis of degen. changes in, 772 

— cardiovascular surgery in geriatrics, 
529 

— cardiovascular system of normal & 
hypertensive persons; effect of smok- 
ing on, 270 

— edema; management of, in the elderly, 
344 

— effect of tobacco on, 274 

— embolus at bifurc. of abdominal aorta, 
179 

— hemorrhage, thrombosis or embolism, 
cerebral; immediate therapy with 
cortisone, 216 

— hemorrhage, massive, in Laennec’s 
cirrhosis; treatment, 114 

— hypertension; effect of smoking on, 
270 

— hypertension; treatment of, in the 
elderly, 108 

— hypertension; treatment of, with 
methonium compounds, 359 

— intermittent claudication in relation 
to body mechanics, 429 

— leg cramps, nocturnal; relief of, in the 
aged, by Orthoxine, 736 

— peripheral vascular status of geriatric 
patient; relation to rehabilitation, 
739 

— purpura, senile, 535 

— rehabilitation; pathophysiol. con- 
siderations in, 574 

— thrombophlebitic edema; hydrocorti- 

sone in treatment of, 753 
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vascular disease; allergic response to 
tobacco in, 278 
vascular disease as cause of deafness, 
386 
vascular disease, peripheral, in geri- 
atrics, 499 
— vascular disease; physical medicine in, 
367 
— vasodilator drugs in treatment of dia- 
betic arteriosclerosis obliterans, 284 
— venoarterial lipid difference & hyper- 
lipemia (editorial), 550 


WATER: see Edema; Kidney; Urinary 
bladder 

Women: see also Estrogens; Menopause; 
Ovary 

— psychology of retirement in, 796 

Worker, handicapped, old; America’s need 
of, 203 

Workshop on Aging; annual conference, 
331 

Weight: see Diet; Nutrition; Obesity 


X-RAY: see Roentgen ray 
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ANOREXIA... ANHEDONIA... 
AND THE COGNAC OF GAUL 


Lack of appetite or loss of the feeling of pleasure ... in either case, the 
Greeks had a word for it. 


And according to recent research in circulatory failure in the aged the 
Latins have a potion for it. 


Spiritus Vini Gallici is cognac, the benign unification of ethyl alcohol, 
water and flavor and tang of the grape that is often of benefit to those 
suffering anorexia and weakness and to patients with coronary artery dis- 
ease and angina pectoris. 


For those practitioners of medicine whose Greek and Latin lies, alas, years 
away in ivied halls, the diagnostic phrase “lack of appetite” is simpler 
than ‘“‘anorexia”’ . . . and to the geriatric patient the simple word ‘“‘cognac”’ 
is more surely understood than “Spiritus Vini Gallici’’. 


Used routinely in the relief of heart ailments more than one hundred years 
ago, cognac brandy is useful in prevention of the paroxysm of angina pec- 
toris as well as in its treatment. 


In geriatric medicine’s literature, brandy is often cited as the harbinger, 
of good appetite, as a gentle agent to relax tension and as a pleasant inducer 
of euphoria. 


Only from the singularly favored soil of one part of ancient Gaul is the grape 
produced, only here is the sunlight trapped, to make the eau de vie that is 
this friendly medicament, cognac. 


FRENCH NATIONAL ASSOCIATION OF COGNAC PRODUCERS 
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“The slow excretion 
of digitoxin is an 
advantage, since 
patients can be well 
maintained for 

long periods with 
this drug, even if 
an occasional daily 
dose is forgotten.””! 
1. Scheifley, C. H.: 
GP 2:59 (July) 1950 


For steady maintenance of digitalization 


More than any other digitalis material, PURODIGIN is 
characterized by ease of sustained digitalization. This 
is because PURODIGIN is crystalline digitoxin—the most 
active digitalis glycoside, providing complete and per- 
sistent cardiotonic action through slow excretion, stand- 
ardized potency, and total gastrointestinal absorption. 
No other digitalis compound is so precisely predictable 
in maintaining compensation. For continuous digitaliza- 
tion in congestive failure, specify PURODIGIN—crystal- 
line digitoxin, Wyeth. 


Supplied: Tablets—0.2 mg., 0.15 mg., 0.1 mg., 0.05 mg. 
Injection—0.2 mg. per cc. 
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